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BENADRYL Hydrochy ride hydrochloride, Parke-Davis) is available 
in a variety of forming: Kapseals® of 50 mg.; Capsules of 25 mg.; Emplets® 
(enteric-coated tabiaego mg.; in aqueous solutions: 1-cc. Ampoules, 50 mg. per 


cc.; 10- and 30-co@guewamis,© 10 mg. per cc.; Elixir, 10 mg. per 4 cc.; 2% Ointment 
(water-miscible bagememmgseals of 50 mg, BENADRYL Hydrochloride with 25 mg. 
ephedrine sulfategemmmuerons: Avoid subctitaneous or perivascular injection. Single 
parenteral dosage greater than 100 mg. Should be avoided, particularly in hyperten- 
sion and cardiae @isease. Products containing BENADRYL should be used cautiously 
with hypnoties Or Gther sedatives; if atropine-like effects are undesirable; or if the 
patient engages i activities requiring alertness or rapid, accurate response. 
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relieves the symptoms of seasonal allergy 


What may be insignificant undergrowth to some, can seem to engulf 
others who suffer from weed-pollen allergy. For such patients, BENADRYL 
provides a twofold therapeutic approach to the management of distress- 
ing symptoms. 

antihistaminic action A potent antihistaminic, sENapRYL breaks 


the cycle of allergic response, thereby relieving nasal congestion, sneez- 
ing, lacrimation, and pruritus. 


antispasmodic action Because of its inherent atropine-like prop- 
erties, BENADRYL affords concurrent relief of 


bronchial and spasm. PARKE-DAVIS 


efest 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 


MOST 


antihistaminic-ant 


LLERGENS 


yale 
ll 
| 
ale 
1 | 
\ 
de 
| | 
ie 
4 all 
— 
| , | 


VIRGINIA MEDICAL MONTHLY 


(Founded by Landon B. Edwards, M. D., April 1874) 


PUBLISHED MONTHLY BY THE MEDICAL SOCIETY OF VIRGINIA 
4205 DOVER ROAD, RICHMOND 21, VIRGINIA 


TABLE OF CONTENTS 

GUEST EDITORIAL 

Harry J. WartHEN, M.D. Prescription Writing—A Study—William G. Tarrant, Jr... 441 
Chairman and Editor ORIGINAL ARTICLES 


Carcinoma of the Pancreas—Benjamin B. Weisiger, M.D., 


EDITORIAL BOARD 


Rosert E. MitcHet, Jr., M.D. end Berne: 443 
Urgent Abdominal Surgery in the Newborn— 
a Povidone-Iodine as a Topical Antiseptic— 
| Lewis H. Bosuer, Jr., M.D Harry F. Lenhardt, M.D., and N. C. LaChapelle__-_-- 454 
Pheochromocytoma—Carolyn M. McCue, M.D., and 
| Wittram H. Mutter, Jr., M.D. Virginians and “Calenture’—Gordon W. Jones, M.D._--- 463 
The World of the Autistic Child—Faith F. Gordon, M.D._- 469 
Hucu H. Trovt, Jr., M.D. Carcinoma of the Breast—Edward M. Lowicki, M.D., and 
Smwon Russt, M.D. Problems of the General Practitioner in Finding Tubercu- 


C. V. Cimino, M.D. LETTERS TO THE EDITOR 
Reactive Depression—Christopher M. G. Buttery, M.D._--- 481 
Juutan R. Beckwitn, M.D, It Is a Privilege to Be an M.D.—Adrian Scolten, M.D.--- 481 


| MENTAL HEALTH 
Cuartes E. Davis, Jr. M.D. Northern Virginia Mental Health Project-_..----------- 484 

CANCER TRENDS 
The “Conquer Uterine Cancer” Project in Virginia__--~_- 487 

PRE-PAID MEDICAL CARE 

PUBLIC HEALTH 


4205 Dover Road EDITORIAL 
Richmond 21, Virginia Where Does Your Congressman Stand ?— 


The MonTHLy is not responsible for the opinions and statements of its contributors. 
All advertisements are accepted subject to the approval of the Editorial Board. 


Second Class Postage paid at Richmond, Virginia INDEX TO ADVERTISERS—Page 64 


4 


Vircinia MepicaL MONTHLY 


i 
Ag 
| 
| 
| 
4} 
4 
| 3 
| 
ak 
a: 
| 


AVacation from Hay Fever 
is a Real Vacation 


NIZ isa potentiated, balanced 
combination of these well known 
synergistic compounds: 
Neo-Synephrine® HCl, 0.5% 
— dependable vasoconstrictor 
and decongestant. 
Thenfadil® HCl, 0.1% 
— potent topical 
antihistaminic. 
Zephiran® Cl, 1:5000 
antibacterial wetting 
agent and preservative. 
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ANYWHERE ANYTIME 


Just a “poof” of fine NTZ spray 
brings relief 1n SECONDS, FOR HOURS 


NASAL SPRAY 


Supplied in 
pocket size 
squeeze bottles of 20 cc. 
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NEW UNEXCELLED TASTE 


SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, INC. richmonp 26, va. 
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Aleoholism 
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Petersburg 
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Lee N. Kastner, M.D., Portsmouth 
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Pleming Gill, M.D., Richmond 
McLemore Birdsong, M.D., Charlottesville 
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John R. Kight, M.D., Chairman, Norfolk 
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Russell V. Buxton, M.D., Newport News 
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C. L. Savage, M.D., Waynesboro 
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Cherniack and Cherniack— 
Respiration in Health and Disease 


A New Book! This fresh and unconventional ap- 
proach to the understanding of respiratory disorders 
bridges the gap between the technical treatises on 
Pulmonary Physiology and the purely descriptive text- 
books of Respiratory Diseases. It explains the mecha- 
nisms by which pathologic processes produce clinical 
findings. The authors first provide you with a sound 
understanding of the normal functioning of the respira- 
tory system, and then build on this base an explanation 
of important types of respiratory disorder, the mech- 
anism of development of each type of disorder, and the 
way in which such disorders produce symptoms and 


signs. Throughout the text the various explanations are 
illustrated by a series of diagrams and line drawings 
which interpret the authors’ ideas with remarkable 
clarity. You'll find coverage of scores of specific dis- 
eases including: Bronchial asthma—Atelectasis—Cysts 
of the lung—Pulmonary hypertension—Pleural effu- 
sion—Herniation of the mediastinum—Manifestations 
of diaphragmatic disease—Respiratory insufficiency. 


By Reusen M. Cuerniack, M.D., Assistant Professor of Medicine; 
and Louis Cuerniack, M.D., Assistant _ Professor of Medicine. 
Both at the University of Manitoba, Winnipeg, Canada. About 448 
pages, illustrated. About $11.50. New—Just Ready! 


Fluhmann —The Cervix Uteri 


A New Book! This highly authoritative presentation 
is devoted solely to the cervix uteri and its diseases. 
Special attention has been directed to diagnosis, clinical 
manifestations, and both medical and surgical treat- 
ment. A richly illustrated introductory section empha- 
. Sizes clinical implications and applications of anatomy, 
embryology and physiology. Diagnostic procedures are 
illustrated and meticulously described. Dr. Fluhmann 
explains techniques of office examination, cytologic 
study, analysis of cervical secretions, the Shiller test, 
tissue biopsies, colposcopy and roentgenographic 
study. Coverage of carcinoma in situ and of invasive 


carcinoma is exhaustive. You'll find surgical treatment 
described and illustrated in precise detail. Criteria for 
making a choice between radiation and surgical man- 
agement is analyzed from every point of view. The 
final section on The Cervix During Pregnancy dis- 
cusses the Incompetent Cervix, Malignant Neoplasms 
during Pregnancy, Traumatic Lesions, etc. 


By C. Frepertc FLunMANN, B.A., M.D., C.M., Chief in Obstetrics 
and Gynecology, Presbyterian Medical Center, San Francisco; 
Clinical Professor of Obstetrics and Gynecology, Stanford Univer- 
sity School of — 556 pages, 5” x10”, with 447 illustra- 
tions. About $12 New—Just Ready! 


Tenney and Little— Clinical Obstetrics 


A New Book! This sharply clinical book takes up 24 
problems which currently cause difficulty in the safe 
delivery of mother and child. Based on the present 
viewpoints and plans of management in effect at the 
Boston City Hospital and the Boston Lying-in Hospital, 
it reflects the authors’ own extensive experience in 
handling some of the most difficult and controversial 
situations in clinical obstetrics. You'll find full coverage 
of such timely problems as: Heart disease in pregnancy 
—Urinary tract infections—Blood incompatibilities— 
Pelvic tumors in pregnancy—Abortion—Tubal preg- 
nancy—Cesarian section—Analgesia and Anesthesia— 
Prolonged labor—Abnormal presentations—The use 


of low forceps and episiotomy—Prematurity—etc. In 
each discussion the authors first present the essential 
features of the problem itself, with indications as to its 
frequency and importance. They then go on to describe 
the clinical aspects of the condition with rich detail on 
recognition, diagnosis, differential diagnosis, manage- 
ment and prognosis. 


By Benjamin Tenney, M.D., Director, Department of Obstetrics 
and Gynecology, Boston City Hospital; Clinical Professor of Ob- 
stetrics, Harvard Medical School ; and Brian Littie, M.D., Boston 
Lying-in Hospital; Instructor in Obstetrics, Harvard Medical 
School. About 500 pages, 61/2”x9%4”", with 100 illustrations. About 

.00. ew—Ready in September! 


Order from W.B. SAUNDERS COMPANY 
West Washington Square, Philadelphia 


Please send and charge my account: 

(0 Cherniacks’ Respiration in Health and Disease, about $11.50 
0 Fluhmann’s The Cervix Uteri, about $12.50 

OO Tenney & Little’s Clinical Obstetrics, about $9.00 
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The cigarette that made the Filter Famous! 


CIGARETTES... 
CIGARETTES... 


= 
—---KING 


XX 


SS 


It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 

So, Kent is the cigarette that made the filter famous. And, no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor .. . refines away 
hot taste . . . makes the taste of a cigarette mild. 

That’s why you'll feel better about smoking with the taste of Kent. 


© 1961 P. LORILLARD Co. 


A PRODUCT OF P. LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 
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this could be v 
traveling by Custom Air-Ambulance Service 


You can use this custom-designed, twin-engine all-weather air ambulance to transport 
your patients at 200 miles per hour around the clock. The air ambulance has resuscita- 
tion equipment, a nine-hour oxygen supply, and a wide door specially designed for 
loading the stretcher and patient. The handsomely appointed cabin offers ample room 
for the patient, doctor and members of the family. Airline transport rated pilots are 
in command on every flight, assuring complete safety. For full details write for 
brochure or call 


SPECIAL AIR SERVICES, Ince. 


P.O. Box 305 Alexandria, Virginia King 9-3146 
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NICOZO LL’ COMPLEX 


ORIGINAL FORMULA 


Sileal Nou Geniatrie Fonie Fiimutant 


N'COZOL COMPLEX is a.cerebral stimulant-tonic and dietary 
supplement intended for geriatric use. Improves mental and Each 18 cc (3 teaspoonfuls) contains: 
physical well-being. Improves protein and calcium metabolism. Pentylenetetrazol 150 m 


Niacin ....... 


Indicated during convalescence, also as a preventive agent in eta Testosterone . 
common degenerative changes. 


Pyridoxine Hydrochioride 
t le 
Dosage: 
1 teaspoonful (5 cc) 3 times a day, NICOZOL COMPLEX is avail- Panthenol 
preferably before meals. Female pa- able as a pleasant-tasting 
tients should follow each 21-day elixir. Popularly priced. tyne yah "100 me. 
pherol 
course with a 7-day rest interval. Bottles of 1 pint and 1 gallon. Acetate) 3 mg. 
tron (as Ferric Pyrophosphate) 15 mg. 
Trace Minerals as: lodine 0.05 mg., 
Magnesium 2 mg., Manganese 1 mg., 
Cobalt 0.1 mg., Zinc 1 mg. 
Write for professional sample and literature. Contains 15% Alcohol 


DRUG 
peciatties ) WINSTON-SALEM 1, NORTH CAROLINA 
C Speciatties ) Dedicated to Serving the Southern Physician ind 
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PROTECTION IN 


ANGINA 
PECTORIS 


ANTORA... 


PROVIDES 10-12 HOURS 
GRADUAL RELEASE 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythritol Tetranitrate . . . a clinically proven 
dosage form. For assured 24 hour control, administer 
one Antora capsule before breakfast and one before 
evening meal. ANTORA REDUCES NITROGLYCERIN RE- 
QUIREMENTS . . . IMPROVES EKG TRACINGS .. . 
PROVIDES BETTER EXERCISE TOLERANCE . . . REDUCES 
NUMBER AND SEVERITY OF ATTACKS. Administer with 
caution in glaucoma. 


FOR THE UNDULY 
APPREHENSIVE PATIENT 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythrito! Tetranitrate plus 50 mg. Secobarituric 
Acid. Medication is released over 10 to 12 hours with 
fewer side effects and less “hangover” than the long- 
er acting barbiturates. As with Antora, capsules are 
administered only twice daily instead of the usual 
8 to 12 tablets. Administer with caution in glaucoma. 


InereR 10 Supplied: Bottles of 60 and 250. 
| 


Literature and clinical samples 
available. 


PAGE 643 


PHARMACEUTICALS 
1042 WESTSIDE DRIVE 
GREENSBORO, NORTH CAROLINA 
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How to use 


Trancopal 


Brand of chlormezanone 


Ai in 
musculoskeletal 
“splinting” 


Although “splinting” of a joint by 
skeletal muscle spasm is often pro- 
tective, it can go too far or continue 
too long. Then spasm, pain and dis- 
use may lead to wasting. 


When you prescribe Trancopal, 
you can prevent “oversplinting.” 
Trancopal will relax the spasm, ease 
the pain and get the muscle work- 
ing again. Relaxation generally be- 
gins within half an hour, and the 
effects of one tablet last from four to 
six hours. 


In addition to relaxing the muscle, 
Trancopal will mildly tranquilize 
the patient, reducing the restless- 
ness and irritability that so often 
accompany discomfort. With Tran- 
copal, the patient can soon start 
purposeful exercise and physical 
therapy. 


Trancopal has been found very 
effective in the treatment of pa- 
tients with low back pain (lum- 
bago), neck pain (torticollis ), bur- 
' sitis, fibrositis, myositis, ankle sprain, 
tennis elbow, osteoarthritis, rheu- 
matoid arthritis, disc syndrome and 


He needs his muscles working properly— 200 ne Capletes 


’ (green colored, scored) and in 100 
when they aren t, he needs mg. Caplets (peach colored, scored), 
bottles of 100. 


Trancopal Dosage: Adults, 1 Caplet (200 mg.) 


three or four times daily; children 
(5 to 12 years), from 50 to 100 mg. 
three or four times daily. 


uithrop LABORATORIES 
New York 18,N.Y. 
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LOGICAL NEW DERMATOLOGICAL HELPS 


solve the mystery 
cne Therapy 


Brasivol has a gentle abrasive action that attacks the acne lesion simply and directly. 
It maintains the mild desquamation so essential to the successful acne regime. 
Helps open plugged pores, reduce pustules and blackheads, 
control oiliness. Helps minimize postacne scars. The patient simply applies Brasivol 
abrasive cleanser 2 or 3 times daily, and rinses. Ritual helps relieve 
urge to squeeze pimples. Cooperation is enhanced 
because results are readily seen and felt. Safety and success are 
supported in over 10 years of clinical studies on 
thousands of acre cases. Brasivol (pat. pend.) 
contains precisely sized abrasive particles 
(fused aluminum oxide) and hexachlorophene 1%, 
in a detergent and drying base. Compatible 
with other therapeutic measures. 


Write for starter samples and literature 


CSTIEFEL ) 


LOGICAL DERMATOLOGICALS—since 1847 


STIEFEL LABORATORIES, INC. 
Oak Hill, New York 


CANADIAN REPRESENTATIVE: 
WINLEY-MORRIS CO., LTD., Montreal 29, Quebec 


A Brasivol Medium B 


Brasivol Fine Brasivol Rough 


Brasivol is supplied in 3 abrasive grades, 
permitting gradual intensification of abrasive 
action as the acne improves. Also, Briasivol 
Base (abrasive free) now available for acute 
inflammatory cases. 

Jars of Brasivol Base 5 oz.; Brasivol Fine 
0oz.; Brasivol Medium 6% oz.; Brasivol 
Rough 7 oz. 


ABRASION THERAPY FOR ACNE 


in certain other countries Brasivol is available as DENCO-BRAS™ 


REFERENCES: 

SAPERSTEIN, R. B.: Treatment of Acne with Long Term 
Continuous Abrasion. A.M.A. Archives of Derm. 81: 601, 
April 1960. 

REES, R. B.; BENNETT, J. H.; GREENLEE, M. R.: Newer 
Drug Treatment in Dermatology, Cal. Med., 91:1, July 
1959. 

SULZBERGER, M. B. & WITTEN, V. H.: The Management of 
Acne Today. Med. Clinics of No. America, 43:3, May 1959, 
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in rheumatoid arthritis 


Triamcinolone LEDERLE 
UNSURPASSED “‘GENERAL-PURPOSE” STEROID 


OUTSTANDING FOR “‘SPECIAL-PURPOSE” THERAPY 


ARISTOCORT Triamcinolone has long since proved its wnsurpassed efficacy and 
relative safety in treating rheumatoid arthritis. Mounting clinical evidence has 
shown that ARISTOCORT is also highly valuable for the “‘special-problem” arth- 
ritic — the patient who, because of certain complications, was hitherto con- 
sidered a poor candidate for corticosteroids. 


for example: 
SPECIAL PROBLEM: ANXIETY-TENSION 


When triamcinolone was used, euphoria and psychic unrest rarely occurred. 
(McGavack, T. H.: Clin. Med. 6:997 [June] 1959.) 


SPECIAL PROBLEM: OVERWEIGHT 


No patient developed voracious appetite on triamcinolone. Preferable for the 
overweight person whose appetite is undesirably stimulated by other steroids. 
(Freyberg, R. H.; Berntsen, C. A., Jr., and Hellman, L.: Arthritis & Rheu- 
matism 1:215 [June] 1958.) 


SPECIAL PROBLEM: EDEMA 


Since it does not produce edema, triamcinolone is useful in rheumatoid arthritis 
patients with cardiac decompensation who need steroid therapy. (Hollander, 
J. L.: J.A.M.A. 172:306 [Jan. 23] 1960.) 


SPECIAL PROBLEM: HYPERTENSION 


Triamcinolone may be included among the currently available antirheumatic 
steroids having the least tendency to cause sodium retention. (Ward, L. E.: 
J.A.M.A. 170:1318 [July 11] 1959.) 


Hypertension did not result from triamcinolone therapy. Existing hypertension 
was reduced sometimes. This may have been due to lack of sodium retention. 
(Freyberg, R. H.; Berntsen, C. A., Jr., and Hellman, L.: Arthritis & Rheu- 
matism 1:215 [June] 1958.) 


Precautions: Collateral hormonal effects generally associated with corticosteroids 
may be induced. These include Cushingoid manifestations and muscle weakness. 
However, sodium and potassium retention, edema, weight gain, psychic aberration 
and hypertension are exceedingly rare. In the treatment of rheumatoid arthritis, dos- 
age should be individualized and kept at the lowest level needed to control symptoms. 
Dosage should not exceed 36 mg. daily without potassium supplementation. Drug 
should not be withdrawn abruptly. Contraindicated in herpes simplex and chicken 
pox. 


Supplied: Scored tablets—1 mg. (yellow) ; 2 mg. (pink); 4 mg. (white) ; 16 mg. (white). 
Also available— syrup, parenteral and various topical forms. 


Qtterie) Request complete information on indications, dosage, precautions and contraindica- 


tions from your Lederle representative or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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ward the sunlight, 


We live in a changing world—changing, 
perhaps, more rapidly now than at any 
other time in its history. Blue Shield 
e with changing concepts 

are if it is to continue to per- 

ission effectively. In this con- 

™, 2 well-known doctor recently 

ha doctor does not like what Blue 
Ra.doing, it behooves him to join 

eke an effort to change the 

at governs the Plan in his com- 

at ty. Those who constantly complain 
and make no effort to improve... 
deserve no consideration whatsoever.” 


BLUE SHIELD. 
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drugs anonymous 


One of the several hastily conceived and potentially dangerous suggestions for 
reducing drug costs is generic-name prescribing. The proponents of generic-name 
prescribing claim that it will lower drug costs significantly and—through supervision 
by the Federal Government—provide quality equivalent to that of trademarked 
drugs. We maintain that these claims are false. Here are some authoritative answers 
to the principal questions posed by generic-name prescribing. 


How much money would be saved if all prescriptions were written 
for generic-name drugs? 


“The [Rhode Island] Division of Public Assistance examined 10,000 drug prescrip- 
tions for welfare recipients for the purpose of determining the actual savings . . . of 
generic versus trade-name drugs. The drugs had cost $28,000. Substituting generic 
drugs whenever possible would have provided a saving of less than 5 per cent. 
Syracuse has made a similar study of drug costs with comparable results.” 


Rhode Island Medical Journal, 
January, 1961 


Are the savings worth the risk of sacrificing quality? 


**, . . it is unsafe [to prescribe generically] because there is not sufficient policing of 


our standards. .. .” 
Lloyd C. Miller, Ph. D. 
Director of Revision of the U.S.P. 


“The naive belief that, if a product was not good, the FDA would prohibit its sale 
is just not realistic. .. . it is completely impossible for the FDA to check every batch 
of every product of every manufacturer. . . . Hence the integrity and reputation of 
the manufacturer assume unusual significance where drugs and health products 
are concerned.” 
Albert H. Holland, M.D. 
formerly Medical Director of the 
Food and Drug Administration 


Smith Kline & French Laboratories, Philadelphia SK 
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A 'cardiograph, 
portable as 


your ‘“‘doctor’s 


T’S easy to take the Sanborn 
“300 Visette®” along on your 
house calls because it is compact 
and weighs only 18 pounds, in- 
cluding all accessories. Modern electronics 
— transistors and printed circuits — make 
it rugged to withstand the wear and tear 
on a portable instrument. Yet even with 
such durability and compactness, there 
has been no sacrifice in accuracy, depend- 
ability, and performance. 

In addition to the portable model, San- 
born also offers the ‘100 Viso’’, a handsome 
desk-top ECG with two speeds, three 
recording sensitivities and provision for 


recording and monitoring other 

phenomena. Its mobile counter- 

part, the ‘100M Viso”’, is easily 

rolled to the patient’s bedside in 
hospitals and clinics. 


Ask your Sanborn Branch Office or 
Service Agency for complete information 
on the no-obligation 15-day trial period 
and convenient time payments. Medical 
Division, SANBORN COMPANY, 175 
Wyman St., Waltham 54, Mass. 


Sanborn service lasts long after the sale 
... from people who know your ECG and 
value your satisfaction. 


Betuespa Branch Office 8118 Woodmont Ave. 
Oliver 6-5170 and 6-5171 
RicHMOND Resident Representative 301 E. Franklin St., Milton 9-1108 
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it takes so little MO RE to control it... 


the simple addition of ATARAX to your classic anti- 
asthmatic therapy increases therapeutic success even in 
difficult patients Each MARAX tablet contains: ATARAX® (hydroxyzine HCI) 10 mg.—an 


antihistaminic tranquilizer beneficial in bronchial asthma and allergy." 
Ephedrine sulfate 25 mg.—to reduce congestion. Theophylline 130 mg. 
— for bronchospasmolysis. 


“Superiority of [MARAX] seems attributable to the inclusion in it of hydroxyzine in place of the conventional 
barbiturates.”2 In a series of patients generally refractory to the usual antiasthmatics, and who required 
steroids in order to obtain temporary relief, 70% showed good to excellent symptomatic relief with MARAX. 


Patients “...slept more comfortably and breathed more easily. The characteristic asthma wheeze was either 
markedly reduced or entirely relieved.’ 


If your asthma patients do not respond to standard therapy, they may need the “little MORE” that 


MARAX offers. 

Usual adult dosage: One tablet 2 
to 4 times daily. Full prescription 
information on request. Supplied: 
Bottles of 100 light blue, scored 
tablets. Prescription only. 
References: 1. Santos, |. M. H., and 
Unger, L.: Ann. Allergy 18:172 (Feb.) 
1960. 2. Chariton, J. D.: Ann. Al- 
lergy, in press. 3. Shaftel, H. E.: 

® Clin. Med. 7:1841 (Sept.) 1960. 
New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being® 
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your low-back patient 
ack the payroll 


Soma’s prompt relief of pain and stiffness can 
get your low-back patients back to 
work in days instead of weeks 


Soma is unique because it combines the 
properties of an effective muscle relaxant 
and an independent analgesic in a single 
drug. Unlike most other muscle relaxants, 
which can only relax muscle tension, Soma 
attacks both phases of the pain-spasm cycle 
at the same time. 

Thus with Soma, you can break up both 


pain and spasm fast, effectively ... help 
give your patient the two things he wants 
most: relief from pain and rapid return to 
full activity. 

Soma is notably safe. Side effects are rare. 
Drowsiness may occur, but usually only with 
higher dosages. Soma is available in 350 mg. 
tablets. Usual dosage is 1 tablet q.i.d. 


The muscle relaxant with an independent pain-relieving action 


(carisoprodol, Wallace) 


® 
WwW) Wallace Laboratories, Cranbury, New Jersey 
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How you can help save 
your patients a month’s pay 


Kestler reports in J.A.M.A. (April 
30, 1960) that conventionally 
treated low-back syndrome pa- 
tients required an average of 41 
days for full recovery (range: 3 to 
90 days). The addition of Soma 
therapy in this comparative inves- 
tigation reduced the average to 
11.5 days (range: 2 to 21 days). 
With Soma, patients averaged full 
recovery 30 days sooner. 


) 
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After 10 weeks 
of therapy — 

a Clear skin, 

a new personality, 
a new world of 
fun and laughter 


pHisoHex, used as a daily, exclusive 
wash, enhances any treatment for 
acne. Because it contains 3 per cent 
hexachlorophene, it supplies continuous 
antibacterial action to help combat 
the infection factor. pHisoHex 
cleanses better than soap because 

it is 40 per cent more surface-active. 
Used together, pHisoHex and new 
keratolytic pHisoAc Cream provide 
basic complementary topical therapy 
for patients with acne—to unplug 
follicles and to help prevent 
comedones, pustules and scarring. 
New pHisoAc Cream dries, peels and 
helps degerm the skin; flesh-toned, it 
tends to hide acne lesions as they heal. 


pHisoHex, in unbreakable squeeze 
bottles of 5 oz. and NEw plastic bottles 
of 1 pint; pHisoAc in 11% oz. tubes. 


pHisoHex and pHisoAc, trademarks reg. U.S. Pat. Off, 


LABORATORIES 
New York 18, N.Y. 


For Acne-DHiSOHeX’ and 


CLINICAL PHOTOGRAPHS 


Acne vulgaris before treatment 


For treatment at home, this patient 
washed her face daily with pHisoHex 
and kept pHisoAc on her face twenty- 
four hours a day. 


Nine office treatments consisted of 
mechanical removal of blackheads and 
applications of carbon dioxide slush. 
No other medication was given. 


After 10 weeks of therapy 


antibacterial, nonalkaline, nonirritating, 
hypoallergenic detergent 


pHIsoAc’ cream 


keratolytic 
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potentiating nonsteroid antirheumatics 


“superior to aspirin”? and with a “higher ‘therapeutic index’”?! 


When sodium should be avoided— 


PABALATE-SODIUM FREE 


When conservative steroid therapy is indicated— 


PABALATE-HC 


Pabalate with Hydrocortisone 


1. Barden, F. W., et al.: J. Maine M. A. 46:99, 1955. 
2. Ford, R.A., and Blanchard, K.: Journal-Lancet 78:185, 1958. 


A. H. ROBINS COMPANY, INC., RICHMOND 20, VIRGINIA 


In each yellow enteric-coated 
PABALATE fablet: 


Sodium salicylate (5 gr.) 
0.3 Gm. 
Sodium para-aminobenzoate 
(5 gr.) 0.3 Gm. 
Ascorbic acid......50.0 mg. 


In each pink enteric-coated 
PABALATE-SODIUM FREE 
tablet: 


Same formula as PABALATE, 
with sodium salts replaced by 
potassium salts. 


In each light blue enteric-coated 
PABALATE-HC f¢ablet: 


Same formula as PABALATE- 
SODIUM FREE, plus hydrocor- 
tisone (alcohol) . . . 2.5 mg. 


Making today’s medicines with 
integrity... seeking tomorrow’s 
with persistence. 


d 
Shon 


Trademarked 
drugs... 


or “drugs | 
anonymous”? 


In the field of medicine, as almost everywhere else in a free economy, 
the trademark concept has evolved over the years. As with most 
human institutions, there are some who may not consider it ideal; 
but it has brought about three signal benefits: 


To the physician it gives assurance of quality in the drugs he 
prescribes—assurance backed by the biggest asset of the maker, 
his reputation. 


To the manufacturer it gives one of the greatest possible incen- 
tives to produce new and better curative agents. 


To the pharmacist it gives preparations which he can dispense 
with confidence. 


If trademarks are done away with, a whole new setup must be created: 


1. An enormously expanded, expensive system of government 
quality control. 
2. A new system of generic nomenclature which would magi- 
cally turn out names not only rememberably simple, but also 
conforming to the principles of complex chemical terminology. 
3. Something new to fill the gap left by the elimination of the 
trademark incentive to produce new and better drugs. 
The American system has been pre-eminent in producing and distrib- 
uting good medicines. Above all it has been successful in creating 
new advances in therapy. In a dubious effort to provide cheaper 
medicines by abolishing the trade names upon which the responsible 
makers stake their reputations, let us beware of sacrificing this success. 


This message is brought to you on behalf of the producers of prescription 
drugs to help you answer your patients’ questions on this current medical 
topic. For additional information, please write Pharmaceutical Manufacturers 
Association, 1411 K Street, N. W., Washington 5, D.C. 
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Clinically Proven 


in more than 750 published clinical studies 
and over six years of clinical use 


Outstandingly Safe 
and Effective 


for the tense and 
nervous patient 


1 simple dosage schedule relieves anxiety 
dependably — without the unknown dangers 
of “new and different” drugs 


9 does not produce ataxia, stimulate the 
appetite or alter sexual function 


3 no cumulative effects in long-term therapy 


4, does not produce depression, Parkinson-like 
symptoms, jaundice or agranulocytosis 


5 does not muddle the mind or affect 
normal behavior 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 


tablets; bottles of 50. Also as MEPROTABS*—400 mg. a 
unmarked, coated tablets; and in sustained-release ® 
copsules as MEPROSPAN®-400 and MEPROSPAN®-200 
(containing respectively 400 mg. and 200 mg. meprobomate). 


* TRADE-MARK meprobamate (Wallace) 


Wy WALLACE LABORATORIES / Cranbury, N. J. 


cmM-4730 
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For your patients with infections or other illnesses 
who need therapeutic vitamin support. Kach 


Theragran supplies the essential vitamins in truly 
therapeutic amounts: 


Vitamin A ....... 25,000 U.S. P. Units 
Vitamin D...... .. 


Thramime Mononttrate . 10 mg. 
10 mg. 
Niacinamide ...... 100 mg 
Vitamin C . 200 mg. 
Calcium Pantothenate .. . . 20 mg 
Vitamm .. .. meg 


= ‘Ther ragra a Squibb trademark 
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@ © utrition...present as a modifying or complicat- 


ing factor in nearly every illness or disease state®® 


1, Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases “Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


disease. “ 9. Kampmeier, R.H.: Am. J. Med. 25:662 (Nov.) 1958 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 
with rheumatoid arthritis simply to insure nutritional adequacy . . .”* 


3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 


monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 


vitamins to patients with hepatitis and cirrhosis is recommended by the National 


3] 5 4. Sebrell, W.H.: Am. J. Med. 25:673 (Nov.) 1958. 5. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition, 
Research Council. National Academy of Sciences and National Research Council, Washington, D. C., 1952, p. 57 


degenerative diseases “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 


bd 26 
American adult. 6, Overholser, W., and Fong, T.C.C. in Stieglitz, E. J.: Geriatric Medicine, 3rd edition, J. B. Lippincott, Philadelphia, 1954, p. 264. 


infectious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states.” 7. coidsmith, ¢ a: 
Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported in: Medical Science 8:772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.* “Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet. ...There is some evidence of 


interference with normal riboflavin utilization during catabolic episodes.”® 
8. Duncan G.G.: Diseases of Metabolism 4th edition W.B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.; Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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‘B.W. & Co.’ ‘Sporin’ Ointments 
rarely sensitize... 

give decisive bactericidal action 
for most every topical indication 


Broad-spectrum antibac- | 
terial action—plus the 
soothing anti-inflam- 
matory, antipruritic ben- 


brand Ointment efits of hydrocortisone. 


{ 
j 
] 


The combined spectrum 
of three overlapping 4 

8 antibiotics will eradicate 
virtually all known top- 


ical bacteria. brand Antibiotic Ointment 


A basic antibiotic com- 
bination with proven i 

effectiveness for the 
topical control of gram- | 


brand Antibiotic Ointment positive and gram-nega- 
tive organisms. 


Contents per Gm. 


‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 


‘Aerosporin’® brand 


: Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 
a Zinc Bacitracin 500 Units 400 Units 400 Units 
. : Neomycin Sulfate _ 5 mg. 5 mg. 


Hydrocortisone 10 mg. 


Supplied: Tubes of 1 oz., Tubes of 1 oz., Tubes of 4 oz. and 
oz. and ¥% oz. oz. and ¥% oz. oz. (with 
(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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TH ESE 63 000 Heart disease, cancer, mental illness — everyone knows 


the nation’s three major medical problems. Do you 


PEOPLE IN know that alcoholism ranks fourth? In the state of 


Virginia there are at least 63,000 alcoholics. These 


VIRGINIA NEED people need medical help. No one is in a better posi- 


tion to initiate and supervise a program of rehabilita- 
tion than the physician who enjoys the confidence of 
MEDICAL HELP the patient or the patient’s family. 


ONE FOR THE ROAD BACK: 


LIBRIUM 


AN IMPORTANT AID IN THE TREATMENT AND 
REHABILITATION OF THE PROBLEM DRINKER 


During and after an acute alcoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces 
restful sleep, stimulates appetite and helps to control 
withdrawal symptoms. The complications of chronic 
alcoholism, including hallucinations and delirium 
tremens, can often be alleviated with Librium. 


During the rehabilitation period, Librium makes the 
patient more accessible, strengthening the physician- 
patient relationship. Librium therapy helps to reduce 
the patient’s need for alcohol by affording a construc- 
tive approach to his underlying personality disorders. 


Consult literature and dosage information, available 
on request, before prescribing. 


LIBRIUM® Hydrochloride —7-chioro-2-methylamino 


ROCHE 4-oxide hydrochloride 


2) LABORATORIES Division of Hoffmann-La Roche Inc. 


VoLuME 88, AuGusT, 1961 


» 
4 
4 
= 
: 
4 
GE 


Doctor... 


‘What would paying a bill like this 


do to your personal finances? 


‘And what about additional bills for your 


continuing Office Expenses — if YOU 
had been the patient ? 


—AS A PRACTICING PHYSICIAN... = —AS A PRACTICAL BUSINESSMAN .. . — 


. knowing that today’s hospital confinements mean 
BIG bills, you should be the first to own ‘‘catastrophic”’ 
hospital-nurse insurance for yourself and your family’s 
assured protection. 


PLAN 1 
Major Hospital-Nurse Expense 


PAYS 100% of Hospital Room & Board Charges and 
Hospital Miscellaneous Expense PLUS 75% of in- 
hospital Nurse Fees — after the selected Deductible 
Amount has been applied — up to a $10,000 overall 
Limit of Payment for expenses incurred within 3 years 
of any one accident or sickness. Applies to each 
insured Member, Spouse or Dependent Child. 


You have a choice of 3 deductible amounts, assuring 
the ‘right’ protection at the ‘right’ cost for YOU! 


. knowing that today it costs BIG money to operate. 
your office — even when you are sick or injured and 
can’t be ‘on duty’ — it's only good business to obtain 
Overhead Expense protection. 


PLAN 2 
Professional Overhead Expense. 


PAYS covered Office Expenses — Rent, Employees’ 
Salaries, Heat, etc.— when you are continuously 
disabled by injury or sickness for 14 days or more. 
Payments are made directly to you, and can continue. 
for as long as 1 year if you are totally disabled that 
length of time. 


You select only the protection you need — from $200 
up to $1,000 a month — based on actual operating 
expenses. And initial low cost eventually is even 
lower because premiums are tax-deductible! 


| APPROVED BY THE MEDICAL SOCIETY OF VIRGINIA | 


enrollment application. 


UNDERWRITTEN BY AMERICAN CASUALTY CO. READING, PA. 
DAVID A. DYER, Administrator 
Medical Arts Building Roanoke, Virginia 


HAVE YOUR NURSE PHONE US COLLECT — DIAMOND 4-5000 — for complete details about this much-needed pro- 
tection for which hundreds of Virginia doctors have already enrolled. We will gladly supply additional information or an 
There is no obligation and no solicitor will call. MAY WE HEAR FROM YOU TODAY? 
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DILODERM 


PATIENT WITH LESIONS RESPONSIVE TO TOPICAL STEROIDS 


lets him sleep — rapidly relieves itch and burning 
spares 
infla | 


mmation quickly 


accelerates healing - to approx- 


imate skin’s acid mantle, helps restore normal pH 


saves money valve prevents waste, 


overmedication 


— meets differing patient needs — Foam, Aerosol or Cream 


™ Now available, NEW 
15 Gm. economy-size 
tube of DILODERM or 


dichlorisone acetate NEO-DILODERM Cream 
all forms also available with neomycin to combat infectil ____——=, 


Available with or without neomycin: Foam Aerosol, 10 Gm. dispenser, 18.75 mg. dichlorisone acetate or 18.75 mg. dichlori- 
sone acetate with 37.5 mg. neomycin sulfate (equivalent to 26.25 mg. neomycin base); Aerosol, 50 Gm. container, 8.33 mg. 
dichlorisone acetate or 8.33 mg. dichlorisone acetate with 16.6 mg. neomycin sulfate; Cream, 5 Gm. tube, 2.5 mg./Gm. 
dichlorisone acetate or 2.5 mg./Gm. dichlorisone acetate with 5 mg./Gm. neomycin sulfate (equivalent to 3.5 mg./Gm. 
neomycin base). 

For complete details, consult latest Schering literature available from your Schering Representative or Medical Services 
Department, Schering Corporation, Bloomfield, N. J. 
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See 
both blood picture 
and patient respond to 


TRINSICON™ 


(hematinic concentrate with intrinsic factor, Lilly) 


For a rapid hematological response 
. Striking clinical improvement 


Two Pulvules® Trinsicon daily are capable of 
producing in ten days an Hb and RBC re- 
sponse comparable to that obtained after a 
transfusion of one pint of whole blood. For 
potent, complete anemia therapy, prescribe 
Trinsicon . .. just 2 a day for all treatable anemias. 


Two Pulvules Trinsicon (daily dose) provide: 


Special Liver-Stomach Concentrate, Lilly 
(containing Intrinsic Factor) . . . . 300 mg. 


Vitamin By, with Intrinsic Factor 
Concentrate, N.F.. . . . . 1.N.F. unit (oral) 


Cobalamin Concentrate, N.F., equivalent 


(The above three ingredients are clinically equiva- 
lent to 144 N.F. units of APA potency.) 


Ferrous Sulfate, Anhydrous. . . . . . 600 mg. 
(Equal to over 1 Gm. Ferrous Sulfate, U.S.P.) 


Ascorbic Acid (Vitamin C) . . . . . . 150 mg. 


Vircinia MepicaL MONTHLY 


fap 
j 
4, 
| 
ge 
4 
a 
| | 
| 
a 
4 
7. 
4 > 
4 
3 
31 
f 
ale 
34 


The Virgin 1d August, 1961 


MEDICAL Whole No. 1311 
MONTHLY 


Guest Editorial.... 


Prescription Writing—A Study 


| glenasnceeeceapeni WRITING has changed tremendously in the past 

twenty-five years. Most prescriptions written today call for ready- 
made medication. It is not often that the physician has need for his 
knowledge of incompatibilities, solubilities, and weights and measures. 
In fact, the use of these manufactured products has almost eliminated 
the need for “adjuvants”, “correctives”, “coloring agents”, “solvents” 
and “vehicles” in the doctor’s armamentarium. Two or more ingredients 
are found in less than ten percent of today’s prescriptions. Consequently 
the present day art of prescription writing is confined mostly to the 


originality of “expression” or “style” found in the SIGNATURA, or 
directions. 


“Directions for use”, to be sure, make dull reading material, and there 
is little art to be found in “One teaspoonful three times daily”, or “One 
tablet every four hours”. But a closer examination of prescriptions filled 
in the writer’s pharmacy reveals from time to time departures from 
routine instructions which are interesting as well as informative (and 
also reflect the originality of the writer). For example, sometimes the 
prescriber departs from cold impersonal directions like, “One daily” and 
uses a warmer, more definite style such as—“One just before lunch” or 
“One at breakfast time” or “One upon arising” or “One after 6 o'clock 
dinner”. And with medication that is required more often than once 
a day we find—“Two, three times daily—on arising, at 2 P.M. and bed- 
time’’, and also “One tablet twice daily, none later than 4 P.M.” 


Prescription directions usually answer one or more of three questions 
—how (to use), how much (to use) and when (to use)—and it is of 
interest to note the various ways this information is imparted to the 
patient. “One every 4 hours” probably has the most variations. It some- 
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times reads—“One 4 hours apart” or “One at 8, 12, 4 and 8”, or “One 
4 times a day at 4 hour intervals”, or “One on arising, repeat in 4 hours, 
repeat again in 4 hours”. Also “Teaspoonful 3 times daily” might be 
written—“Teaspoonful every meal hour” or “Teaspoonful morning, 
afternoon, and night” or “Teaspoonful after meals” or ‘““Teaspoonful at 
8, 2, and 8”. Occasionally the physician uses somewhat more informa- 
tive instructions such as, “One tablet 3 times daily with meals and at 
bedtime with milk” and “One teaspoonful every 4 hours for nervousness 
and at bedtime for sleep”. Also “One tablet with water every 4 hours” 
and “One teaspoonful with or without water, three times daily” and 
“One tablet 3 times daily until all tablets are gone”. Possibly the most 
informative of them all was found on a prescription for a one ounce 
bottle of nose drops which read—“Two drops in each nostril 4 times 
daily, hanging head over edge of bed for 15 seconds, and flat on back 
with nose to ceiling for one minute. Gargle afterwards with 1/4 tea- 
spoonful of table salt in 1/4 glass of hot water.” 


Some physicians use directions as helpful reminders to themselves as 
well as to the patient. One such method is to direct that the name of 
the medicine be typed on the label and this information helps the phy- 
sician make a decision when the patient asks him about refilling a cer- 
tain bottle. Also directions sometimes read “One tablet 3 times daily 
for high blood pressure” or “One capsule after meals as tonic’, and in 


each instance uncertainty is eliminated regarding what medicine the 
patient is taking. 


With the laws now in effect with regard to refilling prescriptions the 
directions can be the means of saving the physician, the pharmacist, and 
above all the patient much time and trouble when all the medicine has 
been taken. Most prescription blanks provide “refill” spaces for the 
physician to check, such as “0”, “1”, “2”, “3” or “PRN” and this is the 
easiest and most frequently used method concerning refills. Directions 
like “One tablet 3 times daily and refill when needed” could also solve 
this problem as well as a notation on the prescription such as—‘Refill 
for 60 days”, or “Refill for 90 days” or whatever the case calls for. 


So we find prescription directions today to be interesting as well as 
informative. And they can reflect the originality and style of the writers. 


G. TARRANT, JR. 


1 West Broad Street 
Richmond, Virginia 
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A Diagnostic Problem 


Because it is usually discovered 


too late for cure, carcinoma of 
the pancreas is among the most 
discouraging of tumors. Fifty 
cases are reviewed and proce- 


dures for earlier detection are 
discussed. 


| CARCINOMA of the pancreas, the 
diagnosis is difficult and results of therapy 
disappointing. Hope for the future in this 
disease rests not only in improved therapy 
but also in earlier detection. With earlier 
diagnosis in mind, the last 50 patients with 
carcinoma of the pancreas diagnosed at the 
McGuire Veterans Administration Hospital 
were reviewed. An attempt was made to 
determine what symptoms, physical find- 
ings, and laboratory studies gave the earliest 
and most reliable clues to diagnosis. The 
peculiarly inacessable position of the pan- 
creas makes the diagnosis of small, early 
lesions of this gland extremely difficult. Lab- 
oratory studies, as a general rule, are not 
positive until a large portion of the gland 
is involved, or until distant metastases or 
involvement of the common bile duct has 
occurred. X-rays may be of help only in 
the later stages. The purpose of this report 


From The Gastrointestinal Section of The Medical 
Service, McGuire Veterans Administration Hospital, 


Richmond. 


Presented at the Annual Meeting of The Medical 
Society of Virginia, Virginia Beach, October 9-12, 
1961. 
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Carcinoma of the Pancreas 


BENJAMIN B. WEISIGER, M.D. 
JAMES O. BURKE, M.D. 
Richmond, Virginia 


is to record our rather disappointing experi- 
ences with this disease and comment on 
means of making an earlier diagnosis, and 
the chief reasons for failure in early detec- 
tion. 


Clinical Material 


Fifty patients with carcinoma of the 
pancreas admitted to McGuire Hospital were 
reviewed. The patients who were admitted 
merely for terminal care from other hos- 
pitals were not included in this report, since 
the diagnosis had been made elsewhere, and 
in those patients information was not avail- 
able as to earliest symptoms and laboratory 
findings. All of our patients were males 
because of the hospital population, although 
the generally accepted sex ratio in this dis- 
ease is predominantly male, being seven to 
three.' There were 33 white and 17 Negro 
patients. Diagnosis in 32 patients was con- 
firmed by autopsy, in 13 by surgery, and 
two by biopsy, and in the remaining three 
by unequivocal clinical findings. Thirty- 
eight of the entire group of patients were 
between the ages of 50 and 70 as noted in 
Table 1, which is not remarkable since this 


TABLE 1 


AGE or 50 PATIENTS WITH CARCINOMA OF THE PANCREAS 


Number of 


Ace Group Patients Per Cent 
20-29..... 2 4 
30-39... 4 8 
40-49........ 3 6 
50-59... 20 40 
60-69...... bare 18 36 
70-79..... 3 6 


is a cancer age group. Six of our group, 
however, were below 40 years of age, an 
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age group in which this diagnosis is not fre- 
quently considered. 


Symptomatology 


Duration of symptoms—The length of 
the history in most patients was brief. Of 
the 50 patients, 45 had had symptoms for 
seven months or less and only one had had 
symptoms longer than a year before admis- 
sion. These findings are similar to those of 
Birnbaum and Kleeberg, 50 per cent of their 
patients having had symptoms for four 
months or less.” 

Pain—The most common initial symptom 
on admission was pain. Forty-five patients, 
or 90 per cent, had this symptom (Table 2). 


TABLE 2 


PRESENTING SYMPTOMS ON ADMISSION IN 50 
PATIENTS WITH PANCREATIC CARCINOMA 


Number of 
SymMpToM Patients Per Cent 
13 26 
Constipation.............. 12 24 
Nausea and Vomiting...... 10 20 
10 20 
4 8 
Abdominal Distension.... . 3 6 
NP Symptoms............ 2 1 
Fatigue, fever, pleurisy, abdominal mass, and 


dyspnea were noted by one patient each. 


It was surprisingly variable in its distribu- 
tion. Thirty-six patients had abdominal 
pain which was described as epigastric in 
17, lower abdominal in eight and right sided 
in six. Eighteen patients had back pain, 
either with or without abdominal pain. 
Three had pain in the lower back only. 
Eleven patients had radiation of pain from 
the abdomen to the back. Interestingly, left 
pleural pain was the initial complaint in 
four patients. Pain which is worse at night 
is classically described as a symptom in car- 
cinoma of the pancreas and this was present 
in nine patients or 18 per cent. Most of 
these patients described their pain as dull; 
but it was occasionally colicky and was 
usually aggravated by meals. 
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Weight Loss—In 34 patients weight loss 
was present on admission as an early symp- 
tom and was frequently severe. The average 
weight loss in those admitting to this symp- 
tom at the time of admission was 26 pounds, 
with a range of five to 100 pounds. 


Anorexia—Anorexia was an early com- 
plaint in 13 patients, or 26 per cent. The 
reason for anorexia in pancreatic carcinoma 
is not known, but may be related to fear 
of pain following ingestion of food, or to 
liver involvement. 


Nausea and Vomiting — This occurred 
early in 10 patients, or 22 per cent, and 
was related to pain, liver disease, and at 
times to obstruction of the pylorus and 
duodenal loop by tumor. 


Constipation—Constipation was present 
prior to admission in 12 patients (24 per 
cent). Since this is such a common com- 
plaint in the older age group, it is frequently 
passed off with little concern by a physician. 
As a new symptom in these people, it should 
obviously never be ignored. Probably a large 
majority of these patients’ constipation is 
due to failure to eat or to spastic bowel 
secondary to the carcinoma. In one patient, 
however, mechanical obstruction developed 
from involvement of the descending colon 
by tumor. 


Diarrbea—Diarrhea is a frequently mis- 
leading symptom, particularly if it is the 
chief one. One patient in his 20’s was treated 
on two occasions with amoebacidal drugs 
on the basis of the finding of an amoeba on 
one occasion and strangely enough his diar- 
rhea responded to this treatment initially. 
Ten patients, or 20 per cent, had this as 
their presenting symptom. This may be the 
result of an irritable bowel or of pancreatic 
insufficiency with steatorrhea. 


Miscellaneous Symptoms—Less common 
symptoms on admission were pruritis usual- 
ly related to jaundice, abdominal distention, 
cough, and neuropsychiatric symptoms. 
Light colored stools, fever, pleurisy, abdom- 
inal mass and dyspnea were also presenting 
complaints occasionally. 
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Physical Findings 


Emaciation — Twenty-five patients, or 
§0 per cent, were obviously emaciated on 
admission (Table 3). This was in keeping 


TABLE 3 


PuysicaL FinpiInGs ON ADMISSION IN 50 PATIENTS 
WITH PANCREATIC CARCINOMA 


Number of 


FINDING Patients Per Cent 


Emaciation 
Liver Enlargement 
Abdominal Mass 


Epigastric Tenderness... . . 
Rectal Mass 

Ankle Edema 


25 
18 
9 
8 
5 
2 
2 
2 


Tremors, LLQ tenderness and LUQ tenderness were 
noted in one patient each. 
with the history of weight loss and prob- 
ably so frequently noted because it was 
looked for in patients with this particular 
history. All other findings were much less 
frequent. 

Hepatomegaly and Abdominal Mass—An 
enlarged liver was found on admission in 
18, or 36 per cent, of the patients. This 
was related either to liver metastases or to 
obstruction of the common bile duct. An 
additional nine, or 18 per cent, had an ab- 
dominal mass which in some instances was 
undoubtedly liver. 

Jaundice—‘Painless jaundice” was once 
classically described as the common symp- 
tom of carcinoma of the pancreas. Jaun- 
dice is a common symptom in pancreatic 
carcinoma, but occurred early in only nine, 
or 18 per cent, of our cases. It is usually 
a late symptom and is usually not painless 
since, as noted, most patients commonly 
have pain. 

Abdominal Tenderness—Abdominal ten- 
derness to palpation occurred early in six 
patients, or 12 per cent, on admission. This 
is not unusual when one remembers the 
posterior location of the pancreas. 

Less Common Findings—Other less com- 
mon initial physical findings were tremors, 
ascites, ankle edema, rectal mass, and lower 
abdominal tenderness. Thrombophlebitis, 
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frequently mentioned in connection with 
pancreatic carcinoma, was not present on 
admission in any patient and was found 
later in only five patients, or 10 per cent. 
This is in keeping with the findings of Bell, 
who found it on admission in only nine of 
609 patients with this disease." Four of our 
patients had no abnormal physical findings 
whatsoever at the time of admission. 


Laboratory Studies 


Abnormality of Glucose Metabolism 
(Table 4)—One of the most helpful and 
TABLE 4 


MetTaBoLISM—TESTED ON ADMISSION 
IN 30 PATIENTS 


Number of Patients 


Elevated Fasting or Postpran- 
dial Blood Sugar............ 
Normal Single Determinations 
but Abnormal Glucose Toler- 


Total Abnormal....... 18 
(60% of those tested) 
Normals... .. 12 
Known Long-Term 
Diabetics........... 2 


frequently one of the most neglected tests 
is a postprandial blood sugar which is ele- 
vated due to involvement of the Islets of 
Langerhans by tumor tissue. Even in the 
absence of an elevated postprandial blood 
sugar, the glucose tolerance test may be 
positive and is even more specific. In 30 
patients, at least one of these tests was done 
and 60 per cent of those tested had abnor- 
mal results. Two of our cases were long- 
term diabetics which brings up a question 
often asked, “Is pancreatic carcinoma more 
frequent in diabetics?” Bell in his large 
series could not draw any conclusions but 
felt that a much large proportion of the 
cancers which occur in diabetics are pan- 
creatic in comparison to the number of 
pancreatic cancers occurring in the popula- 
tion at large.’ The possibility of pancreatic 
cancer should be kept in mind in any pa- 
tient in the older age group who develops 
diabetes. 
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Serum Amylase (Table 5) Thirty-one of 
our cases had serum amylase run by the 
method of Bray, the normal being 20 to 40 
TABLE 5 


SeruM AMYLASE—PERFORMED ON ADMISSION 
IN 31 PATIENTS witH PANCREATIC CA 


Number of Patients 


Low (Below 20 Units)......... 9 
Elevated (Above 40 Units).... 13 


Total Abnormal...... 
(70% of those tested) 
g 


units.’ In 13 of these cases it was elevated, 
in nine it was abnormally low and in the 
rest, it was normal. An elevated amylase is 
thought to be an earlier sign and to indicate 
a gland still able to secrete, while very low 
amylase may mean wide-spread destruction 
of the pancreas. In general, the amylase is 
not particularly helpful in diagnosing car- 
cinoma of the pancreas, but in 70 per cent 
of those tested here, it was abnormal. 
Leucine Aminopeptidase — Within the 
last two or three years the LAP, or Leucine 
Aminopeptidase test, has achieved popular- 
ity as a diagnostic test in carcinoma of the 
pancreas. (Table 6) Some authors went so 


TABLE 6 


CoMPARISON OF LEUCINE AMINOPEPTIDASE AND OTHER PERTINENT LABORATORY 
FINDINGS ON ADMISSION IN CA OF THE PANCREAS 


estimate was over optimistic.’ Eleven of our 
patients had LAP tests run. The test is a 
simple colorimetric test done on the serum, 
measuring an enzyme which is largely se- 
creted and excreted by the liver, and only 
slightly so by the pancreas. The upper limit 
of normal for males is usually expressed as 
200 Goldbarg-Rutenberg units. Moderate 
to marked elevations of the LAP were seen 
in eight of the 11 patients tested. All of 
those with marked elevations had carcinoma 
of the head of the pancreas and all but one 
of those also showed elevation of the alka- 
line phosphatase, suggesting early obstruc- 
tion to the biliary tract by tumor or metas- 
tases. The three patients with carcinoma of 
the body and tail of the pancreas had either 
no elevation, or a very mild elevation on 
admission. Conclusions of most of those 
who have studied this test so far have been 
that it is a useful adjunct in the diagnosis 
of pancreatic carcinoma. It is by no means 
specific however, since equally high eleva- 
tions occur in many forms of obstructive 
and hepatocellular liver and biliary tract 
disease. 

Anemia—Anemia has been mentioned 
often as a common finding in these patients. 


Alkaline Serum 
Number Site L.A.P. Phosphatase Bilirubin Amylase Blood Sugar 
Normals Under Under 4.5 Under 1.0 20-40 65-100 mgm % 
200 G.R. Bodansky mgm % Bray 
Units Units Units 


1 Head 672 22.5 1.6 176 
2 Head 696 15.9 4.0 119 
3 Tail 264 4.9 0.3 89 
4 Head 1114 12.2 1.6 34 107 
5 Head 852 18.9 4.6 80 92 
6 Tail 144 47 838 
7 Head 552 23.0 6.0 115 
Ss Body & Tail 180 53 93 
9 Head 439 3.8 2.0 12 234 
10 Head 463 13.7 15.6 147 116 
11 Head 540 26.8 17:3 50 251 


far as to liken this test to a laparotomy and 
to feel that it obviated the need for explora- 
tion.’ More experience has shown that this 


From the standpoint of early diagnosis, it 
is not helpful. It is seldom present early. 
Sixty-six per cent of our patients has essen- 


446 Vircinia Mepicat MONTHLY 


; 

, 

i 

4 

: 


tially normal hemoglobins at the time of 
their admissions. Seven had values between 
11 gm. and 11.5 gm.%, and five between 
10 gm. and 10.9 gm.%. Only two had 
hemoglobins below 10 gm. Admittedly, 
many of these became anemic later in their 
disease. Our findings are different from a 
series of 84 cases recently reported in which 
over half the patients were anemic.” Their 
studies, unfortunately, were based on red 
cell counts which are frequently erroneous. 

Miscellaneous Tests — White blood cell 
counts were done on 46 cases and only 15% 
had any leukocytosis. Leukocytosis often 
implies liver metastases in these patients. 
Tests of liver function were helpful only 
in pointing out the presence of metastatic 
disease in patients with jaundice or an en- 
larged liver. The most commonly elevated 
test was the alkaline phosphatase which was 
particularly helpful in the absence of gross 
jaundice and was highly suggestive of metas- 
tatic disease. Twenty-seven patients had 
this test done soon after admission and 12 
of these had elevation, one as high as 46 
Bodansky units. This is in accord with pre- 
vious findings by one of us in 29 patients 
at the Medical College of Virginia Hospital 
where 11 out of 14 were elevated.’ Other 
tests less frequently positive but also helpful 
were the bromsulphthalein and the direct 
serum bilirubin. The secretin stimulation 
test of pancreatic secretion studied by duo- 
denal intubation and the study of duodenal 
bicarbonates, volumes, and amylases is a 
helpful test, but very time-consuming. The 
newer radioisotope tests, such as the triolein 
I" and oleic acid I test are simple, and 
measure the ability of the pancreas to digest 
fat, but also require the presence of an 
isotope laboratory. 


X-ray Findings 
Most of our patients were studied for 
puzzling gastrointestinal symptoms by x- 
ray, and in a surprisingly large number 
nothing specific was found. This unfor- 
tunately leads all too frequently in patients 
with this disease to a false sense of security 
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and to the assumption that the patient’s 
symptoms are functional. The barium meal 
was the most helpful x-ray study. This was 
done in 34 patients and abnormalities were 
found in about 3/5 of those studied. The 
commonest finding was that of pressure on 
the stomach which was seen in 10 cases. 
Other less common features were a narrow 
descending duodenum, gastric retention, 
pressure on the duodenal arc, an esophageal 
mass, and pressure on the duodenal bulb 
suggestive of adhesions. Acting as a red 
herring were duodenal ulcers in two patients 
and a stomal ulcer in another. 


Failure of Early Diagnosis 


Twenty per cent of our patients were not 
diagnosed on their first admission, and one 
of these was not diagnosed until his third 
admission. We have studied these ten pa- 
tients in an attempt to determine what 
factors were responsible for failure. Ad- 
mittedly, this is something which is easy to 
study with a “retrospectoscope.” Obviously, 
the chief cause of missing the diagnosis is 
human error, largely failure to follow leads. 
Table 7 lists the earlier wrong diagnoses and 
the suggestive findings which should have 
indicated further study. These leads were at 
times so general that pancreatic cancer 
would not necessarily be considered. Two 
of the patients were diagnosed duodenal ul- 
cer and had a long history which made it 
easy to write their symptoms off as either 
more ulcer symptomatology, or pancreatic 
penetration of an ulcer. Two patients were 
operated upon and their pancreas felt and 
diagnosed as pancreatitis at the time of the 
operation. The possibility of carcinoma 
superimposed on chronic pancreatitis, 
though frequently discussed, is still un- 
solved.* The lesion in these cases may have 
been just large enough to block the pan- 
creatic duct but too small to feel, or pos- 
sibly a generalized infiltration. Several pa- 
tients had emotional and situational prob- 
lems and for this reason their disease was 
labeled psychosomatic. Psychiatric symp- 
toms, especially depression, have been re- 
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ported frequently in pancreatic carcinoma.” 
The youth of several of the patients was 
misleading, so the diagnosis was not con- 
sidered. The fact that there was a family 


tolerance test and the postprandial blood 
sugar has been reiterated and an attempt has 
been made to put the serum amylase and 
the LAP tests in their proper perspective. 


TABLE 7 


PATIENTS IN WHOM THE DIAGNOSIS OF CARCINOMA OF THE PANCREAS Was MISSED ON AT 
Least One Occasion 


PATIENT Age Wrong Diagnosis Suggestive Findings Reasons Missed 
69 Post-gastrectomy Fast. Sugar 136 mgm%, Symtomatic Relief 
Gastritis Kosinophilia 35% 
Epigastric Mass (?) 
a ae 53 ene No reason for adhesions Symptomatic relief 
stomac 
3 0.C. 56 Sprue Firm pancreas at opera- Flat Glucose Tol. 
tion Gained weight 
£8 66 Duodenal Ulcer Weight loss, early satiety Long ulcer history, 
Relief on Sippy 
S M2. 63 Psychosomatic Pain all night Many family problems 
6 W.Q. 34 Chr. Pancreatitis Head of Pancreas hard Biopsy showed pancrea- 
titis, age 

7 E.S. 27 Ist Adm.-Amebiasis Severe diarrhea, epig. Age, Nigane to therapy 
2nd Adm. Irritable Bowel pain 

Se: iy. 52 Chronic Pleurisy 19 lb. weight loss, left All symptoms pointed to 
Acute Bronchitis diaphragm elev. chest 

9 J. O. 28 Chronic Pancreatitis Worst at night Age, nervousness, looked 
Anxiety Reaction like pancreatitis at 

operation 
10 H.W 70 Duodenal Ulcer Short history at 70, 


Deformed duodenal bulb. 
20 Ib. wt. loss, BSP 12% 


history of diabetes was likewise unfortunate 
in several cases. Probably one of the most 
misleading factors was that several patients 
obtained symptomatic relief from diet and 
medication and even at times showed a 
weight gain on treatment. These then, are 
some of the reasons, or excuses if you will, 
for failure to find carcinoma in these cases. 
Most .of us are too prone to write off the 
complaining patient who refuses to get well, 
as a “crock”, particularly when all studies 
are normal or can be explained on a less 
serious basis. 


Summary 


Fifty cases of carcinoma of the pancreas 
have been reviewed. The importance of 
thinking of this diagnosis even in a younger 
patient has been emphasized. The frequency 
of pain and weight loss as the most impor- 
tant early symptoms has been noted. The 
absence of physical findings other than 
wasting and occasional liver enlargement 
has been seen. The value of the glucose 
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The lack of specific early help in diagnosis 
from x-ray has been commented upon . The 
most important reasons for missing this 
diagnosis were symptomatic relief, weight 
gain, the youth of the patient, a long ulcer 
history, and family history of diabetes. The 
mistaken diagnosis of pancreatitis at opera- 
tion and a tendency to blame findings on 
emotional factors have deterred the correct 
diagnosis. Although admittedly the treat- 
ment of carcinoma of the pancreas at pres- 
ent remains extremely discouraging, it is 
hoped that early diagnosis will at least save 
many patients from unnecessary treatment, 
suffering, and expense. 
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Gamma globulin, a component of blood 
plasma, has been found to reduce unfavor- 
able reactions to a live attenuated measles- 
virus vaccine. A “marked reduction” of 
reactions among a group of school children 
successfully immunized with a globulin- 
modified measles-virus vaccine was reported 
in the June American Journal of Diseases 
of Children, published by the American 
Medical Association. 


The article was written by Fred R. Mc- 
Crumb, Jr., M.D.; Richard B. Hornick, 
M.D.; Sheldon Kress, M.D.; Ann E. Schlue- 
derberg, Sc.D.; Merrill J. Snyder, Ph.D., 
and Thomas Bighee, B.S., Baltimore, and 
Samuel Musser, M.S., St. Joseph, Mo. 


Earlier studies indicated that the measles 
vaccine was effective, but caused fever and 
rash in some vaccines. 

“Previous experience with attenuated 
measles-virus vaccines administered by var- 
ious routes revealed a high incidence of 
reactions which, in our opinion, would pre- 
clude the use of these vaccine for mass 
immunization.” 

In their study, involving 158 susceptible 
school children in St. Joseph, Mo., each 
child was given an intramuscular injection 
of the measles vaccine and, three to five days 
later, an intramuscular injection of gamma 
globulin. “Of this group, 143 children (91 
per cent) were successfully immunized by 
this method without an appreciable num- 
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ber of clinically significant reactions.” 

“Only four per cent of the group had 
fever in excess of 103 F, and nine per cent 
had abnormal temperatures lasting for three 
or more days. Rash was observed in 4 per 
cent to 17 per cent of children who were 
immunized by the combined method. Con- 
stitutional symptoms and mild respiratory 
manifestations of measles vaccine infection 
were limited to the few children who ex- 
perienced febrile reactions in excess of 
103 F.” ‘ 

The group also reported that the vaccine 
modified by gamma globulin proved to be 
as potent an immunizer as the vaccine given 
by injection without globulin. 

“The desirability of having a method of 
vaccination with low reactivity and high 
immunogenicity cannot be questioned. 
Standardization of the procedure to assure 
a high degree of effectiveness should not be 
difficult.” 

“Although attenuated measles vaccines 
are highly immunogenic, it is our opinion 
that, in their present state of modification, 
these viruses are not suitable for community 
use. 

“Until a less reactive vaccine is developed, 
the use of a combined immunization pro- 
cedure employing gamma globulin, and at- 
tenuated vaccine would appear to be the 
only practical method for large-scale im- 
munization against measles presently avail- 


able.” 
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Urgent Abdominal Surgery in the N ewborn 


Emergency surgery in the new- 
born has its peculiar difficulties 
and problems. Much progress is 
being made, however, and results 


are improving. 


HE ACUTE SURGICAL ABDOMEN 

in the newborn is an immediate threat 
to life. Diagnosis, preparation, therapy and 
postoperative care are urgent and formida- 
ble problems. Nevertheless, morbidity and 
mortality are declining because earlier diag- 
nosed and better prepared patients are ex- 
posed to more specific operations in an at- 
mosphere of intensive care geared to the 
metabolic response to neonatal surgery.” 

Preoperatively, vitamin K, antibiotics and 
a nasogastric tube should be used, a venous 
cutdown performed, body heat conserved 
and blood volume, water and electrolytes 
replaced. 

Diaphragmatic hernia is an urgent sur- 
gical emergency in the newborn. It usually 
occurs on the left side and frequently causes 
respiratory distress and cyanosis. The his- 
tory and physical examination are often 
suggestive. If such a hernia is present on 


- the abdomino-thoracic roentgenogram, sur- 


gical intervention is imperative even in the 
absence of symptoms, since the asympto- 
matic infant may become critically ill with- 
in the hour. The abdominal or thoracic 
approach can be utilized for the repair of 
a diaphragmatic hernia. The former affords 


From the Pediatric Surgical Service, Department 
of Surgery, Medical College of Virginia, Richmond. 

Presented at the 4th District Medical Society Meet- 
ing, September 27, 1960, Hopewell. 
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the opportunity for evaluation of other in- 
tra-abdominal abnormalities. The prognosis 
will be favorable with either approach in 
about 90% of cases.*” 


Omphalocele is a second problem which 
requires prompt and decisive surgery in the 
newborn. This hernia at the umbilicus is 
covered only by peritoneum and an amni- 
otic membrane, both of which are prone to 
infection, necrosis, and rupture with evis- 
ceration and peritonitis. The operation 
should be done immediately after birth be- 
fore gastrointestinal distention occurs and 
increases the technical difficulties of organ 
replacement in an already reduced abdom- 
inal cavity. The principles of a one-stage 
repair consist of reduction of the herniated 
viscera and abdominal wall closure in lay- 
ers, if possible. 

After abdominal wall closure, intra-ab- 
dominal tension must not produce critical 
cardio-respiratory, or gastro-intestinal dif- 
ficulty. If the hernial sac is very large and, 
conversely, the intra-abdominal space small, 
a staged procedure in which the omphalocele 
is merely covered with skin might be pre- 
ferred. Formal abdominal wall hernior- 
rhaphy can be delayed until convalescence 
from this first stage procedure is complete.’ 

Incarcerated inguinal, and, to a lesser 
extent, umbilical hernia occur with some 
frequency in the neonatal age group and 
should be handled in the customary manner 
by either operative or non-operative reduc- 
tion and subsequent herniotomy. 

Obstructive lesions of the small intestine 
are neonatal abdominal emergencies. The 
almost constant, early, arresting feature is 
bile-stained vomiting. X-rays of the abdo- 
men will show dilated bowel loops, fluid 
levels, or absence of normal intestinal air 
pattern. The exact differential diagnosis of 
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acute small bowel obstruction in the new- 
born may be an academic problem since the 
lesion must be corrected surgically. How- 
ever, it is well to exclude with certainty 
cerebral injury, feeding problems, and sepsis 
in the differential diagnosis of vomiting and 
abdominal distention.” 

For practical purposes, duodenal obstruc- 
tion will occur below the ampulla of Vater 
and the vomitus will contain bile. The x- 
ray is extremely suggestive if a distended 
stomach and proximal duodenum is demon- 
strated in the presence of decreased amounts 
of distal air. In order of frequency, the 


offending lesion would be external duodenal . 


compression from malrotation, duodenal 
stenosis, atresia, and annular pancreas. 

Arrest of intestinal rotation in the new- 
born usually occurs with the cecum in the 
upper abdomen. The descending duodenum 
is compressed externally by the cecum or by 
dense adhesions running from the cecum 
across the duodenum to the right flank. In 
addition, midgut malrotation is often ac- 
companied by volvulus of the intestine be- 
cause of failure of attachment of the bowel 
mesentery to the posterior abdominal wall.’ 
Rectal bleeding is then an additional finding. 
Operative intervention by the Ladd pro- 
cedure will reduce the volvulus and relieve 
the duodenal obstruction by division of the 
constricting external duodenal bands.’ 

In other instances of duodenal obstruc- 
tion from stenosis, atresia, and annual pan- 
creas, x-rays demonstrate varying degrees 
of proximal gastro-duodenal distention and 
rather collapsed distal bowel. The operative 
attack here regardless of the specific lesion 
should probably be a short-circuiting pro- 
cedure like duodeno-jejunostomy or duo- 
deno-duodenostomy rather than local cor- 
rective measures.* 

Acute jejunal and ileal obstructions in 
the neonatal period are usually secondary to 
atresia, stenosis, or meconium ileus. A sus- 
picious clinical picture confirmed by x-rays 
should be followed by abdominal explora- 
tion. Again, it appears unwise to attack 
atresia or stenosis by local excision of ob- 
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structing veils or diaphragms but rather to 
circumvent them by appropriate anasto- 
motic or exteriorization maneuvers. 

Meconium ileus is a manifestation of a 
systemic disease, mucoviscidosis, in which 
the absence of pancreatic enzymes and the 
presence of pathologic mucus-secreting 
glands in the gastro-intestinal tract combine 
to produce a thick, tarry, adherent mecon- 
ium, which mechanically obstructs the distal 
ileum." The symptoms are those of low 
bowel obstruction. On physical examina- 
tion, there is a doughy abdomen in spite of 
marked distention and x-ray reveals a gran- 
ular appearance in the right lower quad- 
rant.’ The diagnosis becomes fairly obvious 
at laparotomy. 

Surgical therapy is cumbersome because 
often the meconium cannot be removed 
from the lumen of the terminal ileum. In 
these instances, aseptic resection of the 
bowel containing the tenacious meconium 
with a Miculicz type ileostomy has many 
advantages.’ Relief of the obstruction, how- 
ever, is only the first step in long term 
pediatric management of nutritional and 
pulmonary problems secondary to mucovis- 
cidosis. 

A rare cause of urgent abdominal surgery 
during the first month of life is a sympto- 
matic duplication, which may produce in- 
testinal obstruction by extrinsic pressure on 
the bowel which it duplicates. The most 
common site for this is the ileum. Dupli- 
cations usually are treated by resection of 
the duplication as well as the bowel being 
duplicated because there is a common wall. 
In addition, the blood supply to the dupli- 
cation also supplies the normal bowel.’ In 
areas where resection of the duplication 
poses peculiar problems such as the esoph- 
agus or rectum, internal marsupialization 
would perhaps be the better procedure.** 

Congenital megacolon is a rather frequent 
cause of intestinal obstruction in the new- 
born.”""© The absence of the myenteric 
neuromuscular ganglion cells in the distal 
colon produces a complete or incomplete 
low bowel obstruction. The differential 
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diagnosis is meconium ileus or plug,’ low 
ileal or colon atresia and stenosis, or a type 
4 imperforate anus. Contrast enema in a 
newborn often is helpful in differentiating 
congenital megacolon from other obstruc- 
tive low bowel lesions and a satisfactory 
rectal biopsy in which ganglion cells are 
absent will establish the diagnosis. 

Treatment at this time is a colostomy in 
an area containing normal ganglion cells. 
Excision of the pathologic, aganglionic seg- 
ment and colo-proctostomy by an abdom- 
ino-perineal approach can be done later 
when the procedure is technically easier.” 

Imperforate anus is a rather frequent 
anomaly in the newborn. Many patients 
will have signs and symptoms of large bowel 
obstruction, including vomiting and disten- 
tion and require rather prompt surgery. 
Other patients are adequately decompressed 
through complicating recto-vaginal or 
recto-perineal fistulae and do not require 
immediate operation. 

Inspection, palpation and probing of the 
perineum along with abdominal x-rays in 
the inverted position and urinalysis will give 
the necessary information for diagnosis and 
classification. Type 1 imperforate anus is 
merely anal stenosis with narrowing of the 
anal orifice. Type 2 is a membranous im- 
perforate anus with a very thin layer of skin 
between the lumen of the anus and the 
exterior. Type 3, the most frequent variety 
of imperforate anus, will have a consider- 
able barrier of skin between the blind rectal 
pouch and the perineum. In addition the 
incidence of recto-urinary, recto-vaginal 
and recto-perineal fistulae is considerable. 
Type 4 is actually rectal atresia with a nor- 
mal looking anus.’ 

Types 1 and 2 imperforate ani can be 
handled from below by dilatation and ano- 
plasty respectively. Type 4 must be handled 
by the combined abdomino-perineal ap- 
proach. Management of type 3 will depend 
on the distance between the blind rectal 
pouch and the perineum as determined by 
the inverted X-ray. If the distance is below 
1.5 cm., perineal anoplasty is preferable 
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while a greater separation can be handled 
easier by an abdomino-perineal anoplasty.” 

The technical approach to imperforate 
anus is not difficult to accomplish anatom- 
ically, but the functional aspects at the 
moment leave much to be desired. It would 
seem important to interfere minimally with 
the sphincter mechanism while conducting 
the dissection from below, and create a small 
anal stoma which can be dilated, rather than 
fashioning a larger opening with the hope 
that it will contract to adequate size.” 

Following all neonatal surgery, it is im- 
portant to provide skilled, constant nursing, 
and emergency equipment, preferably in an 
intensive care unit devoted exclusively to 
pediatric surgical patients. Oxygen is given 
in an isolette with a temperature of 85 de- 
grees and relatively high humidity. Paren- 
teral fluids, electrolytes, blood and plasma 
are ordered in arithmetic amounts. 

Vigilant supervision and cooperation dur- 
ing this critical period by anesthesiologist, 
pediatrician and surgeon is fundamental in 
maintaining and improving the current 
morbidity and mortality rates in pediatric 
surgery. 
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New Test for Cancer 


A new laboratory test for detecting can- 
cer—based on enzyme activity—was re- 
ported in the June 3rd Journal of the 
American Medical Association. The test 
could help physicians treat patients in whom 
there is an abnormal and unexplained escape 
of fluid into various parts and tissues of the 
body, a possible sign of cancer. 

Determining whether patients with this 
symptom, termed effusion, have cancer is 
a “difficult challenge,” according to Russell 
J. Erickson, Cancer Research Institute, Uni- 
versity of California School of Medicine, 
San Francisco. Based on earlier studies which 
showed that the activity of the enzyme lac- 
tic dehydrogenase (LDH) was associated 
with the presence of cancer, Erickson 
studied LDH activity in samples of effusion 
fluids taken from the lung and stomach area 
of 14 patients. The results indicated that 
“LDH activity in effusion fluids can be used 
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as a diagnostic test in the detection of malig- 
nancy.” 

Effusions of non-malignant origin gener- 
ally exhibited less LDH activity than did 
effusions of malignant origin. Effusions con- 
taining pus or involving massive tissue de- 
struction were the only exceptions. The 
difference between LDH activity in malig- 
nant and non-malignant pusless fluids was 
“statistically significant”. 

The study also indicates that cancer can 
be detected in patients with tuberculosis 
and cirrhosis, a liver ailment, which also has 
been a difficult diagnostic problem. The 
value of the test is enhanced by its sim- 
plicity. 

LDH acts as a catalyst in the chemical 
processes of the body as do all enzymes. 
Earlier studies suggested that effusion fluids 
might pick up LDH from a nearby cancer- 
ous growth. 
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Povidone-lodine as a Topical Antiseptic 


HARRY F. LENHARDT, Captain, MC, USN 
N. C. LACHAPELLE, Lt. (jg), MSC, USN 


This agent is being used as a top- 


ical, surgical antiseptic with good 
results and little or no skin irrita- 


tion. 


INCE THE DAWN OF SURGERY, 

infection in surgical wounds has plagued 
the surgeon. Lister concentrated attention 
to this problem and demonstrated beyond 
the shadow of doubt the necessity for ste- 
rility of the surgical field, instruments, and 
drapes, as well as the need for sterility of 
the surgeon’s hands. The post-Lister era 
has since run the gamut of almost every 
conceivable antiseptic solution for the prep- 
aration of the skin for operative incision. 
Periodic resurgence for interest in the ef- 
fectiveness of skin antiseptics has occurred. 
The present interest in “hospital infections,” 
particularly staphylococcic infections, has 
fostered renewed interest in the problem. 
Many years ago iodine was known to be one 
of the best antiseptics for this purpose. Un- 
fortunately, skin reactions to iodine were 
relatively frequent, and other antiseptics 
came into vogue which did not have such 
a high incidence of side effects, but which 
were not quite as effective. 

More recently an iodine preparation 
(Povidone-Iodine®)* has been developed 

LenHarDT, Harry F.: Chief of Surgery, U. S. 
Naval Hospital, Portsmouth. 


LaCuape.te, N. C.: Laboratory Officer, U. S. 
Navy Preventive Medicine Unit #2, Norfolk. 


* Betadine (brand of polyvinyl-pyrrolidone) dis- 
tributed by Tailby-Nason Company, Dover, Dela- 
ware, was supplied to the laboratory for all bacteri- 
ological tests. 
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which promised to be as effective as iodine 
without many of the side effects. 

This paper constitutes a report on a study 
made jointly by the Surgical Service, U. S. 
Naval Hospital, Portsmouth, Virginia, and 
U. S. Navy Preventive Medicine Unit #2, 
Norfolk, Virginia. Studies were performed 
to test the effectiveness of Povidone-Iodine 
as a topical surgical antiseptic to be used 
for preparation of skin for operation. 


Reduction of Microorganisms as 
Determined by the “Rubber 
Surface” Method of Test 


Technique: Five milliliters of Peptone 
Broth were placed separately in sterile tubes 
in a water bath adjusted to 35° C. An in- 
oculum (0.5 ml.) of a 24 hour old culture 
of the following test organisms, separately 
in each instance, was added to each tube 
containing the broth. This mixture was 
incubated in the water bath for six hours. 
Approximately 1 ml. of this bacterial mix- 
ture was aseptically pipetted directly on a 
rubber surface (1 sq. inch). This surface 
somewhat resembled the texture of skin. 
One milliliter of the antiseptic Povidone- 
Iodine in dilutions of 1:2, 1:4; 1:6; 1:8, and 
1:10 was placed directly on the surface 
contaminated with the various bacteria. 

Results: As indicated in Table I, in all 
instances Povidone-Iodine in dilutions of 1:2 
killed separately on contact and within 30 
seconds approximately 95% of the test bac- 
terial mixture employed. 


Evaluation of Povidone-Iodine As 
Topical Antiseptic 


Technique: At the beginning of each day 
the operating suite was supplied with nu- 
trient broth tubes prepared by the hospital 
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bacteriology department. The Chief Oper- 
ating Room Nurse collected the cultures 
according to the procedure as outlined be- 
low: 

A) Swab area of operation with a mois- 
tened sterile swab (moisten swab with nu- 
trient broth, removing excess broth by 
pressing swab against interior of tube) and 


gloves, clothing, etc. At the end of each 
day, a laboratory technician will collect the 
nutrient broth tubes for bacteriological ex- 
amination. 

The “dirty” swabs were incubated for 24 
hours at 37° centrigrade and then inocu- 
lated on blood agar plates. No attempt was 
made to identify the microorganisms pres- 


TABLE 1 


% Repwuction or BactTerRia 


ORGANISM Time Period 


of Contact 


1:2 dil. 


| 1:6dil. | 1:8 dil. | 1:10 dil. 


| 


S. aureus 


30 seconds 


Strep. pyogenes 


D. pneumoniae 
P. mirabilis 
A. aerogenes 


P. aeruginosa 


B. subtilis 


S4 


89.5 


84.2 
5 


0.2 


86 | 
| 


immediately insert swab into the nutrient 
broth tube. Use Tuses LABELED “BEFORE 
PREP”. 

B) Swab area of operation with a mois- 
tened sterile swab after (hexachlorophene) 
“prepping”. Use Tupes LABELED “AFTER 
PREP”. 

C) Swab area of operation with a mois- 
tened sterile swab after applying Betadine 
and prior to operation. Use TuBes LABELED 
“POVIDONE-IODINE”’. 


ent but rather to determine the efficacy of 
Povidone-Iodine in the reduction of skin 
bacteria. 

Results: In this study 108 surgical cases 
were tested. All 108 cases were positive for 
bacterial growth prior to prepping. Out of 
108 surgical cases 50 (46.3%) showed a 
heavy to slight bacterial growth on blood 
agar plates after routine prepping with 
hexachlorophene. (Table 2) Povidone-Io- 
dine was then applied and cultures were 


TABLE 2 


BACTERIOLOGICAL ResuLts or 180 Cases Examinep Arrer Routine SKIN 
PrepprinGc (HEXACHLOROPHENE 10 MINvuTE Scrups) 


| BacrerRIAL GROWTH 


NuMBER OF 


Cases Positive 


% Reduction of Bacteria 


Cases Negative 


50 


58 } 
| 


53.7% 


D) Swab area of operation with a mois- 
tened sterile swab at end of operation. UsE 
Tuses LABELED “AFTER OPERATION”. 


NOTE: Extra precaution should be taken 
not to contaminate the sterile swabs with 
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again taken. Of the 50 which showed posi- 
tive cultures after hexachlorophene, only 
12 still showed bacterial growth. (Table 3) 
Thus, it is shown that with routine hexa- 
chlorophene prepping followed by the use 
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| 
| 99.4 99.4 | | 70 
| 98.5 98 80.4 | 65 
aa | | 92 | 89.5 | 78 | 2 
| 92.1 | $4.6 | 68.2 | 60.2 
| 97.5 89.5 | | 78.5 | 70 
| 91 85.5 | 79 68 | 61 
| 45 | 9 | | 78.5 | 70.5 
rt 


of Povidone-Iodine a total reduction in posi- 
tive cases of 88.9%, has been accomplished. 

An incidental result of this study (Table 
5), shows that 39 of 108 cases (36.1%) 
show no growth of cultures taken from 
wounds immediately after operation. The 
fact that 63.9% of operative wounds give 
positive cultures for bacteria immediately 
after operation is sufficient cause for alarm. 


dine. The skin of over 200 patients was 
treated with Povidone-Iodine resulting in 
little or no irritation in each instance. Bac- 
tericidal efficiency of the above topical, 
surgical antiseptic was demonstrated in 
Tables 1 and 2. Solutions of Povidone- 
Iodine retain a visible color to delineate 
the areas treated. This can be removed in- 
stantly by wiping or washing with water. 


TABLE 3 


BACTERIOLOGICAL RESULTS OF THE 50 Positive Cases IMMEDIATELY 
ArrerR APPLYING PovipoNE-IODINE 


BacreRIAL GROWTH 


NuMBER oF CASES 


Cases Positive 


Cases Negative % Reduction of Bacteria 


12 


| 
| 
| 


38 76% 


TABLE 4 


BACTERIOLOGICAL RESULTS oF 108 SurGicaAL Cases Examinep ArrerR Routine SKIN 
PREPPING IN CONJUNCTION WITH THE APPLICATION OF PoviDONE-IODINE 


| 


BACTERIAL GROWTH 


NuMBER OF CASES 


Cases Positive 


Cases Negative | % Reduction of Bacteria 


12 


96 88.9% 


TABLE 5 


BacTeRIAL GROWTH Before 


After 
Hexachlorophene 
Prep 


Heavy growth 


Mild growth 


Slight growth 


No growth 


At our institution we are now resorting to 
Povidone-Iodine spray of the wounds im- 
mediately postoperative before dressings are 
applied. No skin sensitivity has yet been 
noted attributable to this procedure. 


Summary 


Povidone-Iodine appears to possess all the 
effective microbiocidal activity of free io- 


456 


The 1:2 dilution was adequate to kill bac- 
teria on contact within 30 seconds. 
Further results of this study show that 
63.9% of operative wounds yield positive 
cultures immediately after operation. The 
irrigation of operative wounds with saline 
prior to closure and the spraying of the 
operative wound immediately after closure 
with Povidone-Iodine is recommended in 
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an effort to cut down the incidence of 
postoperative wound infection. This is not 
to encourage poor operative technique but 
rather to add to our armamentarium in our 


battle against this type of operative mor- 
bidity. 


U.S. Naval Hospital 
Portsmouth, Virginia 


Background in Emotional Disorders 


Certain background occurrences are found 
more frequently among psychiatric patients 
than among comparable normal subjects. 
The factors reported in a significantly 
greater number of patients were parental 
separation and divorce, severe personal phys- 
ical illness, previous personal emotional dis- 
turbance, a family history of alcoholism or 
mental illness, and failure to complete edu- 
cation. 

The study was made by Richard E. Gor- 
don, M.D.; Marcia B. Singer, M.A., and 
Katherine K. Gordon, B.S., Mental Health 
Research Unit, Englewood Hospital, Engle- 
wood, N.J., and reported in the May Ar- 
chives of General Psychiatry, published by 
the American Medical Association. 

It appears that preparation for one’s life 
role and anxiety about performance are re- 
lated to the occurrence of emotional dis- 
orders. 

“Young married men seemed to be both- 
ered by stresses associated with their bread- 
winning and marital role responsibilities.” 

“Business, financial, and family physical 
and mental health difficulties concerned 
them more than they did single men. They, 
as other men, had more difficulties when 
they lacked a completed education and/or 
an American-born father in their childhood 
home to prepare and guide them. They were 
overloaded with quantitative stresses more 
than any other group. However, they usual- 
ly were upwardly mobile socially, more 
rugged and competitive. They responded 
readily to therapy. Young married women 
reported stresses related to preparation for 
the feminine homemaking role. Disruption 
of their parents’ home by divorce or moth- 
er’s death and a previous marriage ending 
in divorce were more frequently reported 
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in their social histories. Single young men 
had problems related to poor preparation 
for the competitive world of school and 
business affairs. Incomplete educations and 
personal illness were common features in 
these patients’ social histories. Single young 
women, although almost all were working, 
were relatively less concerned with problems 
in this sphere of activity. 


“Middle-aged and older men had prob- 
lems with work, personal and family illness, 
and previous personal and family marital 
troubles. Middle-aged and older women 
were especially incapacitated by loss in any 
or all of their three main sources of security. 
With no husband, no work abilities, or no 
children it was difficult for a woman to gain 
a respected position in society and maintain 
self-confidence.” 


“Children in our present materialistic 
society often have high expectations for 
pleasures and rewards and low tolerance to 
frustration, punishment, or stress.” 


“Just as we often immunize against many 
severe physical illnesses by repeated doses of 
antigens, we might recommend ‘inuriza- 
tion’ against emotional illness, gradual fac- 
ing responsibility, toughening up in order 
to face a not so gentle, competitive world. 
As the child recognizes he must assert him- 
self tactfully, face some hardship, strive, 
persevere, develop patience, consideration of 
others and self-control, he is better prepared 
to cope with life’s stresses without develop- 
ing emotional illness.” 


“Probably the more susceptible have had 
less preparation for the rigors of modern 
life. Children need less protection and 
smothering ‘love’ and more toughening and 
preparation for life.” 
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Pheochromocytoma 


This tumor, most unusual in an 


eight year old boy, was accurately 
diagnosed and successfully re- 
moved. Credit is due the physi- 
cians involved for alert and thor- 


ough examination and treatment. 


NE OF THE MOST DRAMATIC 

DIAGNOSES and cures possible in 
modern medicine is the discovery and re- 
moval of a pheochromocytoma. This le- 
sion has been the subject of much interest 
throughout the world. Frankel’ first re- 
ported a case with hypertension in 1886. 
Extensive reviews of the literature and tab- 
ulations of the cases have been published 
recently.”** The addition of a reliable test 
for its detection in the assay of 24 hour 
urinary catechol amines has added further 
interest. 

Relatively few cases have been reported 
in children. Twenty-two other patients 
diagnosed before their eighth birthday were 
found in a survey of world literature by 
Hume’ in 1960. It seemed relevant, there- 
fore, to report the details of this case with 
emphasis on the diagnostic features. 

Two physical signs often omitted in rapid 
pediatric examinations may be clues to this 
or other diseases demanding early attention. 
Accurate blood pressure readings from in- 
fancy through adolescence require proper 


From the Departments of Pediatrics and Surgery, 
Medical College of Virginia, Richmond. 
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Successful Removal in an 8-Year-old Boy 


CAROLYN M. McCUE, M.D. 


F. PHILIP COLEMAN, M.D. 
Richmond, Virginia 


equipment, an experienced observer, and 
often repeated testing if the patient is not 
cooperative. A fundoscopic examination is 
more difficult in the average small child, but 
after three or four years of age, should be 
part of a routine evaluation. An interesting 
picture or playful assistant can attract the 
attention and direct the eyes on a distant 
spot obviating the need for a mydriotic. 
The habit of the physician and his close 
attention to details will be rewarding. 


Hypertension and abnormal fundi may 
occur together or singly. Their combina- 
tion in this 8-year-old boy with a mild res- 
piratory infection led the referring physician 
to search for their cause, and resulted in 
the successful removal of a pheochromocy- 
toma. 


Case History 


This 7-year-old white male was the third 
child of healthy parents. He had weighed 
nine pounds at birth on 2-7-47 and devel- 
oped normally with rare infections and no 
medical problems in the past. He presented 
on 1-31-55 at the Medical College of Vir- 
ginia Hospital with the chief complaint of 
headaches which had started approximately 
one year previously. These occurred in 
severe episodes approximately every two 
weeks and would last about twelve hours 
until relieved by vomiting. He was afebrile 
but in severe pain during the attack, but 
between episodes seemed entirely normal. 
During the preceding summer, his local 
physician recognized fundoscopic changes 
and referred him to a neurologist. The diag- 
nosis of migraine was made and the child 
treated accordingly without benefit. Uri- 
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nalyses had been repeatedly negative. No one 
in the family had been known to have 
hypertension or a tumor, and both parents 
were healthy. 

The boy continued very active during the 
fall, engaging in boxing and other sports 
for his age. The last severe episode of head- 
ache had occurred in late November of 
1954, and since that time, he had been rela- 
tively asymptomatic. The mother reported 
that the quality of his school work had 
improved. There had been no visual dis- 
turbance or excessive sweating. He had al- 
ways been “nervous” but had continued to 
gain weight slowly. There was no history 
of lead ingestion. A mild otitis in late Jan- 
uary required medical attention; and at this 
time, hypertension and fundoscopic changes 
led his local physician to refer him imme- 
diately to the hospital for study. 

Physical examination showed temperature 
36.5°C, pulse 100, respirations 30, blood 
pressure in both arms 180/150, blood pres- 
sure in the legs 210/140, weight 471% 
pounds, height 48 inches. He was a well- 
developed, well-nourished, cooperative boy 
in no distress. The vision by Snellen chart 
was 20/30 bilaterally. The fundi showed 
marked blurring of both discs with silver 
wiring of the arteries and numerous hemor- 
rhages and exudates. The lungs were clear 
to auscultation and percussion. The heart 
was normal in size without murmurs, al- 
though the beat was forceful. The abdomen 
showed no masses, palpable tumors, or ten- 
derness. The genitalia and extremities were 
negative as was a neurologic examination. 

Laboratory studies revealed a hemoglobin 
of 16.8 grams; RBC 6,540,000; WBC 9,800; 
66° polymorphonuclears; 32% lympho- 
cytes; and 12% eosinophiles. Urinalysis 
showed a specific gravity of 1.024 with 
negative albumin, sugar, and acetone, and 
1-3 WBCs. Sedimentation rate was 1 mm. 
in one hour. Blood chemistries revealed a 
fasting sugar of 121 mg.%, blood urea ni- 
trogen 16 mg.%, sodium 142 mEq/L., 
chlorides 98 mEq/L., potassium 4 mEq/L., 
and CO: 29 mEq/L. Electrocardiogram was 
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normal. Basal metabolism was plus 9 per 
cent. X-rays of the skull were negative as 
was the flat plate of his abdomen. Chest 
roentgenogram showed a cardiothoracic 
ratio of 44% with clear lungs. 

During the first two days in the hospital, 
the patient’s blood pressure stabilized around 
180/150; and he was asymptomatic. A 
phentolamine test injecting 1 mg. intra- 
venously (Regitine) caused a drop in blood 
pressure from 210/170 to 130/100 within 
2 minutes. Unfortunately, urinary catechol 
amines were not available. 

A pheochromocytoma was strongly sus- 
pected, and efforts were made to localize 
it. When an intravenous pyelogram was 
negative, a presacral air study was per- 
formed and a mass was interpreted by the 
radiologist to be present over the pole of 


the left kidney. (Plate I) 


Plate I 


The boy was prepared for surgery on 
2-7-55, the day of his eighth birthday, with 
adequate barbiturate premedication. An 
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upper abdominal transverse incision was 
made exposing the left kidney and adrenal 
area, but there were no tumors in this re- 
gion. The right kidney area was then ex- 
plored, and a large tumor mass measuring 
approximately 6 cm. in diameter could be 
visualized over the pole of the right kidney 
mesial to its upper pole. Minimal manipu- 
lation of the tumor occasioned no signifi- 
cant change in blood pressure. The tumor 
was removed without major bleeding. The 
region of the celiac vessels and bifurcation 
of the aorta were inspected for further 
tumor masses, but none were visible. 
Immediately after the tumor was re- 
moved, the patient’s blood pressure dropped 
to about 110 systolic. At this time, levophed 
was begun intravenously and was used as 
needed for the next 24 hours to maintain 
the blood pressure around 110/70. A smooth 
post-operative course followed and a phen- 
tolamine test on the sixth postoperative 
day showed no change in blood pressure. 
Pathological report of the tumor mass 
(courtesy of Dr. M. A. Spyke) revealed it 
to be “composed of the right adrenal gland 
which weighed 19.9 grams measuring 3.5x 
2.4 cm. and attached to this was a 1.7x.09x.7 
cm. tag of adrenal cortical tissue. The mass 
was smoothly nodular and the capsule 
roughened and fibrous. The tissue was firm 
and elastic and showed a poorly circum- 
scribed vascular hemorrhagic pattern which 
varied in color from grayish to red to deep 
yellow. The central portion of the tumor 
was translucent and clear of a myxoid type.” 
Another 10. grams of tumor was frozen for 
immediate pathologic sections. Thus, the 
total weight of the tumor was about 30 
grams. A portion of this tumor was ana- 
lyzed by Dr. Marcel Goldenberg and found 
to contain norepinephrine 4.95 mg/gm and 
epinephrine .28 mg/gm tumor tissue. 
“Multiple sections of the adrenal gland 
and tumor showed central necrosis and re- 
placement of fibrin and debris. The tumor 
itself formed a rim of bizarre grouped 
epithelial cells, none of which showed gland 
formation. The variable brown staining 
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material presumed to be a precursor or 
adrenalin was prominent throughout. Mul- 
tiple small foci of infarcts were present in 
other areas. The capsule was made up of 
dense fibrous tissue and infiltrated by the 
cells which were thought to be adrenal cor- 
tex and not part of the tumor. There was 
no vascular invasion. There were no prom- 
inent mitoses but the tumor was outgrowing 
its blood supply in necrotic areas. No cor- 
tical hyperplasia was noted. Pathologic 
diagnosis: pheochromocytoma of the right 
adrenal gland.” 

The patient was seen several times during 
the following year with blood pressure read- 
ings in the range of 95/70 and in excellent 
general health. The fundi gradually re- 
turned to normal. Although he has moved 
out of the state, reports received from his 
local physician and the mother in the past 
year stated that he is entirely well and still 
had a blood pressure of 118/70, five years 
after the removal of the tumor. 


Discussion 


Pheochromocytomas are tumors of the 
chromaffin cells derived from the sympathet- 
ic nervous system. They occur chiefly in 
the adrenal medulla, but may be found along 
the chain of ganglia from thorax to pelvis 
either as single or multiple tumors. Rarely 
are they malignant as such; but their secre- 
tions, especially of norepinephrine, lead to 
severe peripheral vasoconstriction with re- 
sultant elevation of both systolic and dia- 
stolic blood pressure. Epinephrine, which is 
the major endocrine secretion after fetal 
life, becomes a minor one to norepinephrine 
in most cases of such tumors. If not recog- 
nized and removed, these tumors are fatal 
because of the malignant form of hyperten- 
sion that results from their secretions. 

Such tumors have been recognized in 
adults in large numbers. Barbeau reviewed 
the world literatre in 1957 and found 626 
cases. Hume in 1960 reported finding 85 
cases in children under 16 years of age of 
whom 63 had been operated upon with 46 


VirciIniA MepicaL MONTHLY 


* a 
4 
4 
4 
« 
att 
A 


survivals. Sixty-two of these were eight 
years of age or over. 

The common symptoms of sweating, pal- 
pation, nervousness, headache, and weakness 
may be paroxysmal or sustained. They re- 
late to variations in blood pressure which, in 
about one half of the cases, are constant 
and in the other occur only in episodes. 
Weight loss and heat intolerance are also 
common. There has been little difference in 
symptoms in children and adults except that 
92° of hypertension in children is sustained. 
In a small percentage of either group, they 
are “silent”. 

Physical signs are notably blood pressure 
elevations, either sustained or paroxysmal 
during an attack, and the side effects men- 
tioned above. Arteriolar changes in the 
fundi with exudates and hemorrhages ac- 
company the severe forms. Rarely is a tumor 
palpable. 

Many tests have been used to aid in diag- 
nosis. The most reliable is the 24 hour uri- 
nary assay of catechol amines. As described 
by Engel and Euler in 1950°, this has given 
an excellent quantitative test if properly 
collected and regulated as to pH. The nor- 
mal values of 10-40 mcg.% are not readily 
confused with levels over 100 mcg.% found 
consistently in tumors. Blood samples vary 
widely during the day at short intervals and 
are much less reliable. 

Lowering the blood pressure by phentol- 
amine (Regitine), an adrenolytic agent, by 
intravenous dosage of 1-10 mgm. is a com- 
monly used screening test. A drop in pres- 
sure of at least 40 mm.Hg. occurs if the 
test is positive, but false positives are not 
rare. Elevation of blood pressure by his- 
tamine in intervals between paroxysms is 
also used. 

In retrospect, it is thought that the case 
presented the paroxysmal type of hyperten- 
sion for approximately 10 months during 
which time the headaches came in severe 
episodes. It is interesting that the headaches 
stopped entirely about two months before 
his final admission for study and he returned 
to his physician only because of a minor 
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respiratory infection. When the severe and 
sustained elevation of blood pressure was 
recognized, he had, in addition, the marked 
changes in the fundi. 

The differential diagnosis in children re- 
volves chiefly around causes of hypertension. 
These have been reviewed recently by Et- 
teldorf and Smith.’ In this case, renal causes 
were promptly excluded by urinalyses, nor- 
mal urea nitrogens, and intravenous pyelo- 
grams. Cardiac causes were considered but 
absence of murmurs and proportionate leg 
blood pressures made coarctation of the 
aorta or aortic valve lesions unlikely. Cen- 
tral nervous system tumors gave no neuro- 
logic signs, and the lumbar punctures showed 
no increase in pressure or protein. Lead 
and other poisoning was not suggested by 
history, roentgenograms, or blood smears. 
Rarer collagen diseases, other endocrine 
causes, or essential types of hypertension 
would have been investigated if the phentol- 
amine test had not been positive. 

A positive phentolamine test on two oc- 
casions combined with the other findings 
made the diagnosis highly probable. Un- 
fortunately, the urinary assay of catechol 
amines was not available at that time in this 
institution. Recent reports indicate this is 
a highly satisfactory test on a 24 hour urine 
specimen giving a more exact diagnosis. 
Norepinephrine is usually the predominat- 
ing substance in such tumors and was shown 
to be in our specimen chemically analyzed 
by Dr. Goldenberg. 

It has been demonstrated often that lo- 
calization of tumor is very difficult, if not 
impossible, without thorough exploration. 
As noted here, the presacral air study sug- 
gested a mass on the left when actually the 
tumor was found in the right adrenal. 


Summary 


The case of an 8-year-old white male who 
had first paroxysmal and then sustained 
hypertension is reported. Severe changes in 
the fundi had occurred secondary to the 
hypertension. After diagnostic studies, a 
pheochromocytoma was suspected and 
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found by exploration in the right adrenal 
area. This was successfully removed on the 
boy’s eighth birthday, and he has remained 
entirely well with normal blood pressures 
for five years since that time. This is the 
twenty-third case reported in children un- 
der eight years of age. 
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Oxygen Tent Has Therapeutic Value 


The cool environment of an oxygen tent 
can be of help in the treatment of a number 
of ailments during hot, humid weather. 

Writing in the June 24th Journal of the 
American Medical Association, Drs. G. E. 
Burch, N. P. DePasquale and A. L. Hyman 
said they found a cool atmosphere was bene- 
ficial in the treatment of allergic skin rash, 
kidney disease, infectious diseases and thy- 
roid disease in addition to heart disease and 
asthma. “Except in certain instances maxi- 
mal benefit to the patient was obtained sim- 
ply by placing him in a cool environment 
with a normal oxygen concentration of the 
air.” 

A warm, humid environment increases 
the work of the heart. Even though a per- 
son is resting in bed, hot weather forces 
the heart to work harder to maintain the 
body’s normal temperature, they said. “Un- 
der such environmental conditions cardiac 
as well as other debilitating diseases are less 
likely to improve.” In a study of 10 pa- 
tients, the authors found in every instance 
cardiac output, or work, was higher when 
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the patients were in the warm environment 
than when they were in oxygen tents. 

In patients without heart disease, average 
cardiac output was 49 per cent lower inside 
the tent. In patients with heart disease, 
average cardiac output was 42 per cent low- 
er inside the tent. 

The researchers also reported: 

—Five patients with asthma “improved 
considerably” when placed in air-condition- 
ed oxygen tents. 

—Of nine patients with impaired kidney 
function, seven improved and were dis- 
charged from the hospital after being placed 
in oxygen tents. 

—A patient with an allergic skin rash 
was “markedly benefited” by being placed 
in an oxygen tent. 

—The problem of controlling the tem- 
perature of two patients with infection- 
caused fevers was made easier by the use of 
oxygen tents. 

—The pulse rate of a patient with thy- 
roid disease was slowed considerably when 
he was placed in an oxygen tent. 
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Virginians and “Calenture” 


Il. The Solution 


This is the second part of the ar- 
ticle which began in the last issue 


of the Monthly. 


AS SHOWN in the preceding section of 
this paper, yellow fever reached its 
zenith in Virginia during the terrible Nor- 
folk-Portsmouth epidemic of 1855. It is 
an interesting coincidence that this occurred 
during the Virginia childhoods of two of the 
most important conquerors of the disease. 
At the time, both lived within a hundred 
miles of the afflicted area. The proximity of 
their birth-time and residences may or may 
not have influenced their later interest. The 
record is silent, but they must have heard 
many a lurid tale of the Year of the Pes- 
tilence, as it was known until the memory 
of it was blotted out by the worse trials of 
the War Between the States. Yet another, 
probably strictly minor, coincidence is the 
fact that Lt. Hugh Rose, a likely ancestor 
on the maternal side of the younger of these 
two men, served with the Virginia contin- 
gent during that Cartagena Expedition of 
yellow fever notoriety.’ 

Virginia can well be proud of these two 
sons, Walter Reed and Henry Rose Carter. 
Not only their State but the whole world is 
decidedly healthier as a result of their having 
lived. And yet another Virginian, Robert 
P. Cooke, one of Reed’s young subordinates 
at Camp Lazear, well deserved the medal 
Congress voted him in 1929. 

The immortal Walter Reed was born 
September 13, 1851, in Gloucester County, 


VoLuME 88, AuGusT, 1961 


GORDON W. JONES, M.D. 
Fredericksburg, Virginia 


Virginia, in the tiny frame house now pre- 
served by The Medical Society of Virginia 
as a shrine. He was the son of a Methodist 
minister. In our pride in Walter we Vir- 
ginians tend to forget that his parents were 
unfortunately natives of North Carolina. 
The most we can claim is that his genius was 
nurtured and molded here. Most of his boy- 
hood and schooling were in Farmville. After 
the War Between the States, in 1866, his 
family moved to Charlottesville where he 
continued his secondary education in a pri- 
vate school.” 

It will be recalled that Virginians were a 
bit short of cash in those years. Reed fam- 
ily money for much higher education was 
lacking. Short-cuts had to be found. Despite 
the fact that he had shown no interest in 
science previously, Walter Reed decided to 
make medicine his career. Because of his 
spotty educational background, consisting 
only of interrupted private schooling plus 
a year in the Academic Department of the 
University, it took some powers of persua- 
sion to be allowed to enter the Medical De- 
partment. With tremendous energy he made 
up his deficiencies and mastered his medical 
studies to such an extent that he was readily 
granted the degree Doctor of Medicine after 
nine months. By living at home he must 
have been able to keep the cost of this degree 
down to much less than the $386 which the 
University then charged for board, room 
and tuition. The same esteemed institution 
would today quadruple the time and quad- 
ruple quadruple the cost!* 

A glance at his curriculum might be of 
interest to us over-educated moderns. There 
were four departments in the school then, 
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with a professor in each giving three lectures 
a week. These were: 


Comparative Anatomy, Physiology, and 
Surgery 

Human Anatomy and Materia Medica 

Chemistry and Pharmacy 

Medical Jurisprudence, Obstetrics, and 
Practice of Medicine 


There was laboratory work, including 
“actual dissections”, but no clinical instruc- 
tion. There were no hospitals in the vicin- 
ity." When we shake our heads over the 
impossibility of learning so much in so short 
a time we are jolted by the fact that some of 
the all-time greats of our profession were 
thus educated. Can it be that we are wasting 
a number of precious months in our schools 
today? 

It is perfectly true that Walter Reed was 
not satisfied with this bargain basement 
M.D. He earned another such degree after 
one more year at Bellevue Hospital Medical 
College. After that year he spent several 
more in New York City, largely as an em- 
ployee of the city health department, before 
he sought and received a commission in the 
U.S. Army Medical Corps. This enabled 
him to marry. However, it also caused him 
to be buried in obscure army posts for fif- 
teen years. Such a life would have made a 
less active mind as tradition bound as that 
of Surgeon General Baxter. 

The latter, with great reluctance, allowed 
Reed to spend a few months at Johns Hop- 
kins in 1881 studying physiology. This 
purely scientific study annoyed Dr. Baxter 
a bit. When he permitted Reed to return 
to Baltimore in 1889 for more study, he 
insisted that only clinical medicine was of 
value to the Army. None of these new- 
fangled sciences like bacteriology suited Dr. 
Baxter. The fact that Koch and Pasteur had 
lighted the fires of medical research so re- 
cently interested him not at all. 

Fortuitously, the old traditionalist died 
suddenly. The new Surgeon General, George 
Sternberg, was progressive. He gladly gave 
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Walter Reed his head. At once the latter 
made use of his enormous industry so that 
by the time he was transferred from Balti- 
more in 1891 he was superbly trained in 
modern bacteriological and pathological 
techniques. We of today, satiated as we are 
by the flood of reports of research activities 
in all fields of medicine, have no idea of the 
exhilaration felt by the young men of that 
day who realized that they stood on the 
threshold of unbelievable relief of suffering 
humanity. 

Reed’s application to the new science paid 
off in 1893 when he was promoted to major 
and appointed Professor of Bacteriology in 
the new Army Medical School, the pet proj- 
ect of General Sternberg. The next few 
years were spent in teaching and doing re- 
search on diphtheria and typhoid fever. Be- 
cause of the disturbing problem presented 
by yellow fever among the American troops 
stationed at Havana, Dr. Reed was ap- 
pointed head of the Yellow Fever Commis- 
sion which made such amazingly short work 
of the disease. 

About a year younger than Reed was 
Henry Rose Carter. He was born August 
25, 1852, in lower Caroline County, Vir- 
ginia, at “Clifton”, his family’s colonial 
plantation. He became an engineer graduate 
of the University of Virginia, but had to 
drop that career because of a severe leg 
injury. He changed to medicine. Unlike 
Reed, he ventured out of our State and re- 
ceived his medical education at the Univer- 
sity of Maryland. After graduation he en- 
tered the Marine Hospital Service. And in 
this activity he gradually through the 
eighties and nineties built up an experience 
and interest in yellow fever. This experi- 
ence became greatest after he was shifted to 
the Quarantine Service in 1888. At quaran- 
tine stations and in half a dozen or more 
epidemics he developed a great knowledge 
of the disease. Surprisingly enough, he did 
not himself contract yellow fever until late 
in the Ocean Springs, Mississippi, epidemic 
of 1897. As he dryly put it, his illness came 
so late in the epidemic that it caused no in- 
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convenience to the Service. All through these 
years he was observing the characteristics 
not only of the disease but also of its mode 
of spread.° 

He, of course, knew nothing as yet of the 
vector or the cause of yellow fever. How- 
ever, by, to this writer, a remarkable feat 
of observation and reasoning, he fixed the 
incubation period of yellow fever in man at 
not more than six days (it is three to six 
days), and the infection of the environment 
at from ten to seventeen days (the mos- 
quito incubates the virus for from twelve to 
eighteen days and only after that time is 
infectious) .' 

This latter conclusion was the result of 
his early discovery that vessels leaving port 
with fever-infected cases (i.¢., not active) 
did not themselves become infective until 
the lapse of two or three weeks. He made 
similar observations in 1897 at Ocean 
Springs, and at Taylor, and Orwood, Missis- 
sippi in 1898. He calculated with great 
accuracy the time-lapse between the arrival 
of a case of yellow fever in a home and the 
occurrence of secondary cases. Using this 
knowledge, he was able to stamp out an epi- 
demic at McHenry, Mississippi, before it got 
out of hand, for the first time in history. 
He published his findings and conclusions 
in May, 1900. This was the very month in 
which Reed’s Yellow Fever Commission was 
formed. 

Not long before this, Ronald Ross of the 
Indian Medical Service had shown that ma- 
laria is carried by the Anopheles mosquito. 

Walter Reed added Carter’s conclusions 
to Ross’s facts and at once thought of an 
intermediate host in the case of yellow fever. 
He gave great and generous credit to Carter. 

However, Carter, in a priceless private 
letter to Dr. Paul Barringer of Charlottes- 
ville, denied himself the credit of declaring 
the existence of an intemediate host. He 
wrote, “What I did was to shew that while 
it takes but a short time . . . after the devel- 
opment of a case of yellow fever for its 
environment to receive infection, yet a con- 
siderable number of days must elapse before 
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the disease can be contracted ... by people 
exposed there. . . . I fixed the minimum of 
this period as somewhat over ten days... . 
This was shown to be exactly the number 
of days between primary and secondary 
cases of malaria.” Later in the letter he 
wrote with charming modesty, “I think 
Major Reed ascribed too much credit to my 
paper.” * Others did not agree: Ronald Ross 
himself tried to have Carter awarded the 
Nobel Prize for his discovery. 

To the work of Carter and Ross, in Reed’s 
thinking, were added the wild conclusions 
of an “eccentric”, Dr. Carlos Finlay of Ha- 
vana, who had rocked his home town with 
merriment for twenty years by his ridicu- 
lous claims that a species of Stegomyia 
(Aédes now) mosquitoes spread yellow 
fever. Probably this accounts for Reed’s 
picking the right vector the first time. Since 
this seems to be a Virginia congratulation 
paper, I regret that, search as I may, I can 
find no evidence that Dr. Finlay ever even 
visited Virginia. Nor were Drs. Carroll, 
Lazear, or Agramonte, Reed’s fellow com- 
missioners of Virginia extraction. However, 
the production of a Reed and a Hugh Carter 
should be glory enough. 

There now began one of the greatest sagas 
of humanitarianism the world has known. 
In their preliminary experiments two doctors 
of the Commission and a previously unbe- 
lieving soldier volunteer contracted yellow 
fever after having been bitten by suspected 
mosquitoes. Dr. Jesse Lazear, the martyr, 
deliberately allowed an insect to light on his 
hand and bite. In five days he was ill; in 
twelve he was dead. Dr. Carroll and the 
soldier survived.” 

Reed was convinced. So were his remain- 
ing associates. However, to convince the 
world, they outlined and performed a series 
of beautiful experiments on a group of 
heroic volunteers, mostly American soldiers, 
at “Camp Lazear” outside Havana. Quaran- 
tine was rigid. The only contact with the 
outside world was through members of the 
Commission and two immune men who 
acted as truck driver and steward. After 
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it was proven that the men were not already 
infected, one by one or in groups they were 
exposed to mosquitoes which had bitten 
yellow fever patients a varying number of 
days before.” 

At the same time it was necessary to test 
the popular fomites theory. It is at this 
point that we meet Dr. Robert P. Cooke, 
another Virginian. Like Carter, he was very 
much a Virginian. He too, had been born 
on a county estate, “The Briars”, in Clarke 
County. His father was John Esten Cooke, 
a man whom we might almost call a profes- 
sional Virginian in that he spent a lifetime 
writing enormously about his beloved State. 
He was the favorite of many of us in our 
younger days.” 

Dr. Cooke was much younger than the 
other two of whom we write. He was born 
October 12, 1874. After a rather sad child- 
hood—he had become a bilateral orphan by 
the time he was twelve—his family sent him 
to the University of Virginia where he was 
graduated in medicine in 1897. While there 
he became well acquainted with Dr. Carter’s 
correspondent, Dr. Barringer. 

Shortly after the usual postgraduate 
training in New York, the young doctor 
received a commission as a contract surgeon 
with the Army. He thus became a member 
of a rather self-sacrificing group of young 
men whose future was very uncertain because 
of the penury of Congress. They were al- 
ways given the most onerous duty in the 
Army Medical Service during and after the 
Spanish American War.” Most were un- 
sung, but Dr. Cooke won acclaim by volun- 
tarily exposing his body to the dangers of 
yellow fever in the experiment to prove or 
disprove the infective potential of fomites. 

Every night for weeks Cooke and two 
soldiers shut themselves in an air-tight shack 
called, pompously, the Infected Clothing 
Building. To prevent any possibility of chill 
—and comfort—the hut was heated to rein- 
force the tropics. Each night on entering 
their unpleasant nest they emptied fresh 
boxes of clothing and bedding newly 
snatched from the yellow fever wards. This 


466 


material was soiled in every conceivable 
manner. The odors in the stuffy heat were 
nigh unbearable. However, the plucky three 
wore the soiled clothing and slept on the 
foul bedding. It is said that when these men 
who were putting up with this assignment 
learned that their buddies out in the fresh 
air who had been tapped by mosquitoes were 
developing yellow fever, they were first 
struck by a human enough fear and then 
became almost lyrically happy when they 
realized they had drawn a blank. 

As fast as the less fortunate men devel- 
oped the very first sign of the disease they 
were immediately put to bed, transferred to 
a hospital, and given superb nursing care. 
All survived. Reed felt that such instanta- 
neous bed rest and anxious care were the key 
to survival. 

To prove how the “environment became 
infected” another wooden building was con- 
structed, divided down the middle with 
mosquito-proof screen. On one side mos- 
quitoes were liberated and men located there 
became infected with experimental yellow 
fever. No infections occurred among the 
volunteers on the mosquito-free side. 

As a final clincher, a volunteer was sub- 
jected to a subcutaneous injection of blood 
taken from an early case of yellow fever. 
He developed the disease. 

By means of these experiments the Reed 
Commission proved that the mosquito now 
named Aédes aegypti is the vector, that the 
yellow fever incubates inside the mosquito 
for from twelve to eighteen days, depend- 
ing on the temperature, before the insect is 
dangerous, that fomites are innocent, that 
a household becomes infected only through 
its resident mosquitoes. 

One of the most fortunate of all circum- 
stances is the fact that the Aédes is so do- 
mestic. It does not breed in swamps. Its 
dependence on hard-rimmed containers 
(barrels, cisterns, calabashes, etc.) means 
that the elimination of such man-made con- 
veniences is very effective. The mere estab- 
lishment of a central water supply, and thus 
the elimination of the need for rain water 
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storage, have been known to free a town 
of the fever. Tight screening is important. 
A proper fumigation of “infected” houses 
and ships rids them of the vectors. Finally, 
a strict quarantine, behind fine screening, 
of all yellow fever patients is essential. By 
the employment of these major steps Ha- 
vana was rendered safe almost immediately. 
So was New Orleans. And only thus was 
our building of the Panama Canal possible. 
At the present time, of course, we have 
the additional safeguard of a vaccine. The 
writer wryly recalls that he was unaware of 
the fact during his pre-World War II final 
orals in medicine. It seems that yellow fever 
has been nearly stamped out in the world. 
Or is it just quiescent? Certainly the mon- 
keys of South America have been shown to 
be a reservoir of the disease. Accordingly, 
we must not forget the facts of the disease 
nor the sanitary principles involved in its 
control which Reed and Carter and Cooke 
risked their lives to discover and develop. 
Lucky is the man in whose lifetime the 
high tide of significance rises even once. The 


perhaps happier balance of us maintain a 
surgeless level all our days. No doubt the 
three personalities of this paper would agree 
as to which were their glorious years. 
Walter Reed did not long survive his great 


moment. The accolade of the world was 
immediate and great. He received honorary 
degrees from Harvard and Michigan. To 
his position at the Army Medical School was 
added the post of professor of pathology 
and bacteriology at the Columbian, now 
George Washington, Medical School. Even 
another responsibility was added to these: 
that of the librarianship of the Army Med- 
ical Library. 

So busy did he become that he ignored 
the warning signs of his own body. During 
his self-neglect his appendix ruptured. He 
died ingloriously, not of yellow fever, but 
of peritonitis on November 22, 1902. 

Perhaps Henry Rose Carter, the pioneer 
sanitarian, was not as well known to the 
general public as Reed. However, his pro- 
fessional reputation was so great that he 
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became recognized as the world’s authority 
on yellow fever. As noted above, he was 
even proposed as a recipient of the Nobel 
Prize since his observations had been the 
key to Reed’s work. It was he who started 
the fight against yellow fever in Panama in 
1904. During the last ten years of his life 
he was associated with the campaigns of the 
International Health Board to eradicate 
completely the disease everywhere. He per- 
sonally assisted the Peruvian government in 
1920 and 1921 in bringing its yellow fever 
problem under control. He died a cardiac 
death in 1925. 

Just as Carter spent his days in the Public 
Health Service (or its equivalent), so also 
did Robert P. Cooke lean to public health 
as a career. His great moment under Reed 
came early in his professional life. It was of 
directing influence. He did remain in army 
service for several years. He did do private 
practice in Front Royal for a time. But the 
last twenty years of his life were spent in 
pioneer activity in the public health field in 
the Valley of Virginia. He led a vigorous 
crusade against such communicable diseases 
as typhoid fever, which had killed his own 
father, diphtheria, tuberculosis. He died on 
October 27, 1952. 

It was while he was living in Lexington as 
health officer that he received his recognition 
from Congress, a gold medal, no less, for his 
service in his first public health task, that of 
exposing himself as a guinea pig in the yel- 
low fever research. 

Emphasizing as it does the careers of three 
Virginians, this brief resume has shown how, 
six decades ago, a fascinating and terrible 
disease was conquered. A man with a keen 
mind, drawing together the isolated observa- 
tions of others, planned a research program 
and pushed it with vigor. He had the cour- 
age to experiment on a band of the finest 
heroes our nation has produced. There re- 


sulted the saving of hundreds of thousands 
of lives. 
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Sweets Show No Effect on Acne 


Sugar in the diet apparently has no effect 
on the treatment of acne. Writing in the 
June Archives of Dermatology, published 
by the American Medical Association, Drs. 
Theodore Cornbleet and Irma Gigli found 
no difference in results obtained with acne 
patients allowed as much sugar as they de- 
sired, and those sharply restricted in its use. 

The study involved 52 patients who were 
divided into two groups of similar age, se- 
verity of acne, and about the same division 
between sexes. One group was restricted to 
two teaspoonsful of sugar a day for coffee 
or tea, and not allowed soft drinks contain- 


ing sugar, or candy, and cake. Both groups 
received the same treatment, antibiotics. 
Each patient was observed for at least one 
month. 


In another study, the sugar tolerance of 
15 acne patients was compared with 15 per- 
sons who did not have the condition. The 
acne patients showed no evidence of sugar 
intolerance. 

Although adolescents have acne and are 
large consumers of sweets, it is doubtful 
whether there is good statistical evidence to 
support a dietary approach to the treatment 
of acne. 


VircInia MepicaL MONTHLY 


3 
2 
4 
= 
6 
7 4 
: 
8 
2 
468 


The World of the Autistic Child 


The strange behavior of children 


with this distressing condition is 
described. 


LAST YEAR, at The Medical Society of 

Virginia Annual Meeting, the Rich- 
mond Memorial Guidance Clinic had a 
booth in the scientific exhibit demonstrat- 
ing the syndrome of autism. The Clinic 
learned several things from this experience. 
Doctors who had examined autistic children 
were as perplexed and fascinated by the syn- 
drome as we were. Ear, nose, and throat 
men tended to have these children referred 
to them earliest, because of simulated deaf- 
ness. 

This year again we have a booth in the 
scientific exhibit. We are demonstrating 
problems of chronic brain syndromes. The 
only relationship we now know between 
autism and brain damage is that brain dam- 
aged children may also have symptoms of 
autism. We are interested in exploring any 
possible connection with all autistic chil- 
dren. We brought with us the fourteen 
minute film made at the Clinic that dem- 
onstrates ritualistic behavior in autistic chil- 
dren. Since it has been borrowed by inter- 
ested groups from Connecticut to Florida, 
we believe it is a successful method of show- 
ing just what these children are like. 

The word autism comes from the Greek 
and means selfism, as automobile means self 
moving. It was used to refer to mental de- 
ficiency as the Romans used the word from 
Latin, idiocy. These two words have now 
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been differentiated in meaning—autism re- 
ferring to some kind of emotional malde- 
velopment rather than intellectual. In au- 
tism, the usual human stimuli are denied. 
Like the classical three monkeys, these chil- 
dren refuse to see, to hear, and to speak. 
They judge what is real or good by smelling 
and licking. 

These children whom we treat at the Me- 
morial Guidance Clinic seem to us bright, 
or with islands of brightness, physically well 
coordinated, and with the appearance of 
being well born. Studying them as physi- 
cians, we find no recognizable hereditary 
factor, no abnormal reflexes, and electro- 
encephalogram tracings are negative in most 
cases. 

To some of us, the syndrome of autism 
seems to be an increasingly more frequently 
occurring phenomenon, although this im- 
pression may be due to our more diligent 
search. The first clear cut descriptions were 
made about twenty years ago, although ref- 
ferences to autism are found much earlier. 

The bizarre gestures and dance of the 
autistic child suggest the magic rituals of 
primitive tribes as described by Margaret 
Meade, but these children and their parents 
lives in the states and have had the same 
experiences in living as the rest of us. We 
are interested that early books on witch- 
crafty do not describe children like these. 
Earlier classifications of mental deficiency 
do not mention them, although now they 
are often referred to as pseudo-mental de- 
fectives. 

A typical autist, as we see him at the 
Memorial Guidance Clinic, is a child whose 
birth and babyhood were uneventful. Often 
he is described as having been a good baby, 
a placid one who showed little interest in 
his new world. Some observers elsewhere 
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have diagnosed beginning autism in infancy. 

Up to between the first and the second 
year, the child develops speech, has play 
activities like other children, and relates to 
those about him. Gradually these growth 
gains are lost, and the child is often de- 
scribed by his parents as seeming to grow 
backwards, or retiring into his own world. 
The pronoun he is used because there are 
those who question whether the syndrome 
in its complete form occurs in females. 
Some students in this field believe autism 
may be related to gene damage. There are 
autistic girls, but the problem in them seems 
to be related to definite brain damage, or to 


iS HANDS TO UNDERSTAND HS 
WORLD —— 
pRESE ARE’ THE HANDS 0 F AUTIST: 
NRITUALISTIC POSTUR UNG 


some devastating experience from which 
they fled to an autistic adjustment as an 
older child might flee to schizophrenia. 

At the Memorial Guidance Clinic, we 
describe the salient characteristics of infan- 
tile autism under four headings: 


1. Determination to preserve sameness 
and routine. 
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Negation of relatedness to people and 
to things. 
Reaching out to others only to satisfy 
body needs. 

4. Perserverative, rhythmic, and ritual- 
istic movements. 


Relating these characteristics to the symp- 
toms the child shows, an early one is lack 
of response to the human voice. The child 
seems to be deaf. As this symptom develops, 
the child may enter the room with his eyes 
closed, and his fingers to his ears. Earlier 
speech deteriorates to echolalia, or disappears 
entirely. That there is some kind of inner 
language is shown by knowledge of words 
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in those children who regain speech after 
therapy, and the ability of the child to fol- 
low directions. 

Previously acquired training skills, such 
as bowel and bladder control, ability to dress 
self, and the use of eating utensils are lost. 
Feces, or the destruction of favorite posses- 
sions, are used to express resentment against 
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others. Annoy or coerce an autistic child 
and you may find a mess of feces on your 
desk or your favorite picture, not mentioned 
to the child, smashed to tiny pieces, or eaten. 

There is a compulsion to keep objects in 
the mouth without differentiating between 
paper, stones, glass, or food. There is often 
a preference, in our experience, for strong, 
acrid, or bitter flavors. Burnt matches are 
a favorite. 

The intense need for rhythmic motion 
culminates in repetitious, bizarre gestures, 
posturing, whirling, and dancing. Some ob- 
ject is frequently held or dangled as a sym- 
bol of the dance. In the gesturing, we have 
noticed that the distal phalanx of the fore 
finger is usually flexed. The autistic child 
rarely falls and hurts himself, and if he does, 
there is an inappropriate response to pain, 
and the seeming inability to synthesize in- 
ternal pain. He shows no awareness of dan- 
ger, space, time, or self boundaries, but flits 
about on tip toes. He balances himself pre- 
cariously on window sills, and goes up and 
down stairs without looking at the treads, 
or holding on to the bannister. On a swing, 


he pumps so hard that the rope seems to 
stand out to the horizontal, while he uses 
one free hand to charm away reality with 
his ritual. 

The autistic child is unable to defend him- 
self by striking out when attacked, but does 
show various self destructive acts, like head 
bumping, walking into fire, or biting 
through the skin of his lip. He has unpre- 
dictable mood swings with loud wailing not 
related to any recognizable external cause. 
Sleep reversal is sometimes found, with de- 
crease in the amount of sleep expected in a 
twenty-four hour period. 

These then are the autistic children we 
deal with at the Memorial Guidance Clinic. 
Our observations of the world they live in 
come from work with them and with their 
parents. Factors of family relationships and 
personality patterns of the parents are 
studied to relate them to the ways in which 
the emotional development of the autistic 
child expresses itself. 
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New Drug Firm Launched at AMA Meeting 


The June meeting of the American Med- 
ical Association served as a launching pad 
for the orbiting of a huge new drug manu- 
facturing enterprise. This was the intro- 
duction of Philips Roxane, Incorporated, 
and it was considered something of a 
historical precedent that a company chose 
this annual conclave to make its initial bow 
to the medical profession. 

In completing its plans for full-scale op- 
eration, Philips Roxane has just erected a 
new 62,000 square foot plant at its head- 
quarters location in St. Joseph, Missouri. 
Among its present pharmaceutical projects 
is the development of a measles vaccine, now 
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in extensive clinical trial. Preliminary find- 
ings show that this vaccine may provide a 
practical method for mass inoculation. The 
Company has also initiated clinical testing 
of a promising new progestational agent 
with which it hopes to open up a new phase 
in steroid chemistry. 

To enhance and facilitate its research and 
marketing operations in this country, Philips 
Roxane has acquired several American af- 
filiates, among them being Columbus Phar- 
macal Company, the Anchor Serum Com- 
pany, the Thompson-Hayward Chemical 
Company. 
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Carcinoma of the Breast 


Personal Experience in a Small Hospital 


A series of sixty-five cases of car- 


cinoma of the breast, all treated 
by the same surgeon, is presented. 


NE OF EVERY TWENTY WOMEN 

may be expected to develop cancer of 
the breast during her lifetime.’ Of those 
women who are stricken with cancer of any 
type, the probability is one in six that it will 
occur in the breast.” It is the leading cause 
of death in this country for women between 
the ages of 40 and 60 years.* the annual mor- 
tality exceeding 25,000.* The toll in mor- 
bidity that this disease harvests is difficult 
to determine but, judging from the mor- 
tality figures, must be staggering. Unques- 
tionably more intensive studies on the sub- 
ject are justified. 


Purpose 

While reviews and analyses of the prob- 
lem are legion, most large series are com- 
prised of the aggregate experience of many 
surgeons maintaining privileges at one insti- 
tution. In this regard the efficacy of these 
reports is vitiated to a certain degree by the 
number of conflicting opinions concerning 
management that enter into the total ex- 
perience. In the present study, admittedly 
not as extensive as those appearing from 
the larger clinics, a distinct advantage was 
retained in that all of the patients have been 
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under the personal care of one of the authors 
(J. M. E.). This, therefore, is an analysis 
of the personal experience in the diagnosis, 
treatment and follow-up of 65 consecutive- 
ly treated cases of carcinoma of the breast 
seen between January, 1948, and December, 
1954, at the Chesapeake and Ohio Hospital, 
Clifton Forge, Virginia. 


Methods 


Criterion for admission to the present 
study was rigid and consisted of the com- 
plete care of the case: that is, histologic 
diagnosis, treatment (surgery, roentgen-ray, 
hormonal) and follow-up were carried out 
in this institution. All of the patients were 
white females. Sixty-one cases had radical 
mastectomy with or without postoperative 
irradiation, four had simple mastectomy 
with post-operative irradiation and there 
was one operative death. One patient was 
deemed categorically inoperable and not in- 
cluded in this series. 

The following factors were considered: 
age of patient, type and duration of first 
sign or symptom prior to admission to the 
hospital, pathology, site of tumor, skin fixa- 
tion, incidence of axillary metastasis, oper- 
ability, treatment, operative mortalicy, mor- 
bidity, hospitalization, site and interval of 
recurrence and subsequent hormonal modi- 
fication. 

When radical mastectomy was performed, 
the method of Willy Meyer® was employed. 
In all but two cases primary closure of the 
wound was effected. One of the authors (J. 
M.E.) either performed or personally super- 
vised all surgery. Post-operative roentgen- 
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ray therapy, when used, consisted of 3500 
to 4000 r, skin dose, delivered to the supra- 
clavicular, axillary and internal mammary 


fields. 


Results 


General. The five year follow-up rate was 
100 per cent. 

Age. Ninety-four per cent of the cases 
were over 40 years of age contrasted to a 
general average of 75 per cent for a com- 
parable group by Lewison.’ The median age 
in our series was 57.8 years. 

Symptoms. A mass in the breast, with or 


tients reporting for treatment within two 
weeks after apparent onset of the disease the 
five year survival rate was 57 per cent; 
among those who delayed one or more years 
after apparent onset, there was a 29 per cent 
five-year survival rate. 


In this study the delay intervals are shown 
in Table II along with those reported by 
Burdick and Chanatry.° 

Location of Tumor in Breast. Five zones 
of the breast were delineated: four quad- 
rants and the area beneath the nipple. Our 


experience paralleled that of other series 
fairly well.*" See Table III. 


TABLE I 


CARCINOMA OF THE BREAST 


First Sign of Symptom 


Author 


No. 
Cases 


Nipple 


Asym 
Bleeding 3 


Breast 
| tomatic 


Lowicki & Emmett (1948-54).......... 
Haagensen & Stout (1935-42)....... 
Eggers et al (1924-33)................. 
Burdick & Chanatry (1920-47)........ 
(Combined signs and symptoms) 


TABLE II 


CARCINOMA OF THE BREAST 


Patient Delay Seeking Treatment—Dated from Onset of Symptoms 


Author 


No. 


Less | Less Six 
Than One| Than Six | Months to} One Year 
Month | Months | One Year! or More 


Lowicki & Emmett (1948-54).......... 65 
Burdick & Chanatry (1920-47) 972 


Pas 
14% 


without other symptoms was the presenting 
complaint in 86 per cent of the cases in this 
series. Another 8 per cent complained only 
of a painful breast and 3 per cent had nip- 
ple bleeding as the primary complaint. Three 
per cent of the tumors were discovered 
during physical examination for unrelated 
complaints. See Table I for comparative 
statistics.”** 

Delay. The importance of early diagnosis 
and treatment of carcinoma of the breast 
was emphasized by the survey of Miller and 
Pendergrass” who found that among pa- 
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Pathology. Microscopic diagnoses were 
made by several pathologists at this institu- 
tion. See Figure I. We agree with Trimble 

FIGURE 1 
CARCINOMA OF THE BREAST 


Pathologic Diagnoses 


Adenocarcinoma 
Undifferentiated 
Adenoca 


Ductal Cell Carcinoma 
Differentiated Ductal Cell Ca 
Scirrhous Infiltrating Duct Ca 


Alveolar Carcinoma 


Papillary Intracystie Ca 


Carcinoma Simplex 
Medullary Carcinoma 
Scirrhous Carcinoma 


Colloid Adenoca 

Scirrhous Adenoca 

Papillary Adenoca 

Mucus-producing 
Adenoca 

Anaplastic Carcinoma 
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411 89% | 4% 2% | 5% 
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972 | 96% | 36% | 13% | 9% 
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29% 22% 
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and Lewison™ that the pathologic diagnosis 
is subject to wide variation in terminology, 
to a large extent dependent on the individ- 
ual pathologist and his background. No ef- 
fort, therefore, was made to study these 


TABLE III 
CARCINOMA OF THE BREAST 


Site of Tumor in Breast 


period 1948-1954 was deemed categorically 
inoperable and when combined with the 
four cases of simple mastectomy, brought 
the radical mastectomy operability rate to 
92 per cent. Haagensen reported an opera- 


Author 


Upper 
No. Lateral 
Cases 


Lower 
Medial 


Lower 
Lateral 
Quadrant | Quadrant | Quadrant | Quadrant 


Upper 
Medial 


Central 


Lowicki & Emmett ee: 65 


Bloom (1936-42). . 385 489 
Eggers et al (1924-33). . 226 49 


17% 13% 8% 8% 
19% 14% 5% 14% 
16% 16% 6% 13% 


tumors according to pathologic classifica- 
tion. 

Skin Attachment. Skin involvement by 
the tumor, proven histologically, occurred 
in 33 per cent. Burdick and Chanatry’ 
found that tumor was “adherent to the skin” 
in 72 per cent but this was on clinical 
grounds alone. Of related interest in our 
study was that in the group in which skin 
involvement by the tumor was present, 70 
per cent had axillary metastases at surgery. 

Axillary Metastasis. Metastasis to the 
ipselateral axillary lymph nodes was present 
in 50 per cent of the cases at the time of 
surgery. Table IV shows the comparative 
data from other sources.*"*” 


TABLE IV 


CARCINOMA OF THE BREAST 


Frequency of Ipselateral Axillary Metastasis at 
Time of Surgery 


No. 
Author Cases | Incidence 
Lowicki & Emmett (1948-54)...... 61 50% 
Andreassen 100 41% 
Warren & Tompkins (1927-36)..... 171 2% 


Axillary Metastasis and Location of Breast 
Tumor. The relative incidence of site of 
breast tumor coupled with ipselateral axil- 
lary metastasis is shown in Table V. 
Operability. One patient seen during the 
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TABLE V 
CARCINOMA OF THE BREAST 


Incidence of Axillary Node Metastasis Related to 
Site of Primary Breast Tumor 


Upper Upper Lower Lower 
Lateral Medial Lateral | Medial 
Quadrant | Quadrant | Quadrant | Quadrant | Central 
64% 13% 0% 3% 10% 
(54%) (17%) (1366 (8%) (8%) 


Figures in parentheses represent the site incidence 
of the tumor as shown in Table III as reported by 
Lowic ki & Emmett. 
bility rate for radical mastectomy of 75 per 
cent prior to, and 60 per cent since 1952." 
The discrepancy of these figures is readily 
explained by the fact that, since 1952, Haa- 
gensen has biopsied the internal mammary 
and supraclavicular nodes in a separate op- 
erative session and found that 30 per cent of 
his cases already had internal mammary 
lymph node metastasis and 10 per cent had 
supraclavicular node metastasis. In our series 
only those who were deemed serious surgical 
risks or in whom local palliation was the 
sole operative indication, was simple mas- 
tectomy and post-operative irradiation per- 
formed. No internal mammary or supra- 
clavicular lymph node biopsies were done. 
Our operatibility criteria were somewhat 
more generous than those of Haagensen.” 


Radical Mastectomy, Five-year Clinical 
Cure and Five-year Survival. It is proper at 
this point to consider the natural history 
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of the disease. There is rather close agree- 
ment between three sets of data derived 
from different geographical regions and 
covering varying periods from 1882 to 1935 
in that the untreated five year survival rate 
is approximately 20 per cent.» 

Our surgical experience is compared with 
that of larger groups’’*"” in Tables VI and 
VII. There can be little doubt that surgical 
intervention with or without irradiation has 
a definite beneficial effect on the progress 
of the disease. It is difficult to subscribe to 
the pessimistic views of the therapeutic 
nihilists in light of the surgical experience 
with these tumors. 

Skin Grafting. The authors did not rou- 


policy was felt to be justified in view of the 
study by Conway and Neuman,” of 154 
skin-grafted cases, adjusted to include a tu- 
mor size of less than 7 cm. in diameter, 
who found a local recurrence rate of 16%; 
in 62 cases similarly adjusted to include only 
tumors less than 7 cm. in diameter and not 
skin grafted, that is, closed primarily, the 
local recurrence rate was only 6 per cent. 
Although they found that the recurrence 
rate was actually higher in the grafted cases, 
these cases had a higher incidence of axillary 
metastasis and were therefore presumably 
more advanced. However, the inescapable 
conclusion is that routine skin grafting adds 
little or nothing to the prevention of skin 


TABLE VI 
CARCINOMA OF THE BREAST 


Radical Mastectomy—5 Year Survival Rate 


Author Years 


1882-1935 
1948-1954 
1940-1944 


Untreated (3 series). 

Lowicki & Emmett........... 
Harrington (Mayo Clinic)... .. 
Lewison (.JHH) 

Burdick & Chanatry. 


1935-1940 | 
1920-1947 | 


With 

Metastases 
at Surgery 
(Axillary) 


! 
Without 
Metastases 
at Surgery 
(Axillary) 


Overall 


50% 86% 
32% 78% 
32%, 64% 
32% 42% 


TABLE VII 
CARCINOMA OF THE BREAST 


Radical Mastectomy 


Operability—5 Year Clinical Cure and 5 Year Survival Rates 


With 
Metastases 
at Surgery 
(Axillary) 


Without 
Metastases 
at Surgery 


(Axillary) Overall 


Oper- 


Author ability 


| 
Clinical] Survival) Clinical] Survival] Clinical] Survival 


Rate Cure | Rate Cure 


Lowicki & Emmett 
(1948-54)... .. 92% 


Haagensen (1935-50)... 75% 


50% ) 57% 
50% | 79° 1% | 56% 


tinely use skin grafts but made every effort 
to close the wound primarily. Only in those 
cases in which the extent of the disease was 
great in relation to the overlying skin was a 
skin graft utilized. In this series, only 3 per 
cent (2 cases) required a skin graft. This 
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recurrences but contributes considerably to 
the operative morbidity. 

Mortality. There was one death in the 
series for a surgical mortality of 1.5 per 
cent. This is compared with the operative 
mortality of others’ in Table VIII. 
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ag 
No. 
aa Cases 
| 815 | 20% 
60 68% 
| 1476 | 62% 
| 810 | 42% 
| 
A No. | | 
| Cure Rate 
| 36% 8% 
| 39% 66% 


Surgical Morbidity — Arm Edema. No 
specific measurements of arm size were 
made. Arm edema was noted only if it was 
grossly perceptible. Twenty-six per cent 
(16 patients) had grossly noticeable arm 
edema post-operatively and in § per cent (3 


TABLE VIII 
CARCINOMA OF THE BREAST 
Radical Mastectomy 


Operative Mortality 


No. 
Author Cases_ | Mortality 
Lowicki & Emmett (1948-54)......| 61 1.5% 
Haagensen (1935-42).............. |} 495 1.8% 


patients) this was moderate to severe. The 
remainder (74 per cent) were free of grossly 
discernible arm edema. 

Burdick and Chanatry noted the appear- 
ance of clinical arm lymphedema in 42% 
of 810 cases. 

Surgical Morbidity—Arm Function. Some 
impairment of arm function was recorded 
in 8 per cent (5 patients) —three had some 
limitation of arm motion and two com- 
plained of pain. 

Hospitalization. The median number of 
post-operative hospital days was 9.4. The 
mode was 7 days. 

Recurrent Metastasis. Of the 30 cases 
without axillary metastasis at the time of 
surgery 23 per cent (7 patients) subse- 
quently had recurrences ranging from 144 
to § years and the initial sites of metastasis 
were about equally distributed between the 
skin (2), lung (2), supraclavicular nodes 
(2) and contralateral axilla (1). The skin 
and supraclavicular metastases appeared 
earlier, in general, and the pulmonary lesions 
later. Of the 30 cases with metastasis at 
suigery 60 per cent (18 patients) subse- 
quently had recurrences. The most common 
sites for metastasis were skin, bone and lung. 
The skin as a recurrence site occurred over 
twice as frequently as bone or lung. There 
seemed to be no temporal predilection re- 
lated to site of metastasis in this group. 
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Hormonal Modification. Thirteen per 
cent (8 patients) of the 60 patients receiv- 
ing radical mastectomy subsequently under- 
went one or more forms of surgical or roent- 
genological hormonal alteration. All of these 
cases had had axillary metastasis at the initial 
surgery. 

Six patients (10 per cent) had oophorec- 
tomy (four operative and two radiological). 
Five of these were for known recurrences 
and the sixth for induction of the meno- 
pause. Four of the five patients who had 
oophorectomies performed for recurrences 
subsequently expired of the disease. The 
fifth is alive 10% years after radical mas- 
tectomy. 

Four patients (7 per cent) were adre- 
nalectomized (two of these also had oopho- 
rectomy). In all but one case there seemed 
to be no effect on the relentless progression 
of the disease. A good response was obtained 
in one case in which the initial recurrence 
appeared after a considerable interval. 

Our viewpoint regarding hormonal modi- 
fication has changed by virtue of the experi- 
ence of others” and we now are employing 
these procedures (oophorectomy and adre- 
nalectomy) more frequently. 

Hypophysectomy was performed in one 
case (following adrenalectomy and oopho- 
rectomy) with a survival of one year. 

Testosterone was used in six cases (two in 
conjunction with surgical hormonal modi- 
fication). No striking effects could be at- 
tributed to its use. 

Simple Mastectomy with Post-Operative 
Irradiation. Four patients (6 per cent) 
were treated with simple mastectomy and 
post-operative irradiation. Only one was 
alive and free of disease after 4 years. The 
number of patients so treated is obviously 
too small to draw any conclusions. They 
are included in this report as an estimate of 
the frequency with which the procedure was 
used. 


Roentgen-ray Therapy. Eighty per cent 
of the entire group undergoing radical mas- 
tectomy also had post-operative irradiation. 
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All of the patients with axillary metastasis 
received irradiation. 

Among the group without axillary metas- 
tasis who were irradiated there was an 89 
per cent five year survival rate and of those 
in the same group who were not irradiated 
the survival rate was 83 per cent—not a sta- 
tistically significant difference. 

The four cases treated by a simple mas- 
tectomy received post-operative irradiation. 


Summary 


The six year personal experience with 65 
consecutively treated cases of carcinoma of 
the breast between 1948 and 1954 has been 
reviewed. Sixty patients were treated with 
radical mastectomy with or without post- 
operative roentgen-ray therapy. Four pa- 
tients had simple mastectomy with post- 
operative irradiation and there was one 
operative death. Experience with a number 
of facets of the disease is reported and com- 
pared with that of others in the literature. 

An overall five year survival rate of 68 
per cent for those treated with radical 
mastectomy and a surgical mortality of 1.5 
per cent form a salient part of the data 
presented. 
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Problems of the General Practitioner in Finding 


Tuberculosis 


Although great advances have 


been made in the treatment of 
tuberculosis, this disease remains 


a threat. The responsibility for 


early detection belongs largely to 


the private physician. 


HE EARLY DIAGNOSIS of tubercu- 

losis is essential if we are to succeed in 
controlling and ultimately eradicating the 
disease. It must be found before symptoms 
are evident if we are to hope for early cure 
of the patient and for the prevention of 
the spread of the disease to others. Through- 
out the years it has been increasingly ob- 
vious that tuberculosis is the problem of 
every physician and the ultimate eradica- 
tion of the tubercle bacillus is dependent 
upon early diagnosis, proper treatment and 
preventive measures directed by physicians 
and their allies in the health fields. Physi- 
cians everywhere must assume leadership 
and cooperate with other agencies in their 
communities. The family physician must 
be in the front line in any community 
health program. He is in a key position to 
find tuberculosis early, and upon him rests 
the responsibility of detecting the disease 
in its incipiency. He sees the patient first. 
He usually knows the patients, their family 
backgrounds, their family histories and 
their associates. He is challenged to recog- 
nize potential tuberculous patients early; to 
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direct them through proper diagnostic 
channels and to arrange for hospitalization 
or proper treatment at home. Whether at 
home or in the hospital, this treatment must 
be carried out where the patient can get the 
best care possible and where there is the 
least danger of infecting others. While all 
active or sputum positive cases should be 
hospitalized, the family physician must al- 
ways cooperate with the local health nurse 
and the family in caring for the patient 
at home before or after hospitalization. 
Sir William Osler once said, ‘The battle 
against tuberculosis is not just the doctor’s 
affair, it belongs to the entire public.” It 
belongs to all of us. We must work together 
as a team of individuals, physicians, tax sup- 
ported and voluntary agencies, especially the 
Tuberculosis Association. No one group can 
do it all. We family physicians cannot shirk 
our duty. We must always help and we 
must use our influence to get others to help. 
Let us consider tuberculosis, the disease. 
The story of tuberculosis is the story of peo- 
ple—people who hope; people who fear; 
and people who need to be told hard facts 
about the disease as it exists, and good truths 
about the great strides that have been made; 
people who need to be helped, and who need 
to give help—to overcome the obstacles that 
still remain. We must understand what it 
is, its Cause, its course and its effect if we 
will understand why it is necessary to find, 
treat and control it if we are to eradicate it. 
This will require repetition but Laennec 
once said, “Do not fear to repeat what has 
already been said. Men need these things 
dinned into their ears many times and from 
all sides. The first rumor makes them prick 
up their ears, the second registers and the 
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third enters.” Some forget, others have not 
heard, and the young are constantly ap- 
pearing for their first information in this 
field. 

There is so much that we know about 
tuberculosis that we should have no trouble 
in detecting it early, but the infectiousness, 
and the insidious onset of the disease make 
this difficult and it is still Virginia’s most 
important communicable disease, and it is a 
serious public health problem in our State. 

We know that it is caused by the tubercle 
bacillus which was discovered by Koch in 
1882. We know that tuberculosis is not in- 
herited but it is caught from someone who 
has the disease—someone who coughs, 
sneezes and spits about carelessly and con- 
taminates the air we breathe. The germs 
may also be carried into the mouth on fin- 
gers, food, eating utensils, or by kissing 
someone who has the disease. This germ 
may affect most parts of the body but it 
most often strikes the lungs. It can strike 
anyone, anywhere, anytime. It is often a 
lifetime disease. An infant baby may be 
invaded with the tubercle bacilli and menin- 
gitis may develop within weeks or months 
or tuberculosis of bones, joints and lymph 
nodes may appear during childhood or clin- 
ical pulmonary tuberculosis may evolve 
during adolescence or at any subsequent 
time including old age. Again, clinical tu- 
berculosis may never appear and death re- 
sults from another condition in the eighth, 
ninth or tenth decade of life. 

Today, the tubercle bacillus presents the 
most serious threat to the future health of 
our people of any pathogenic organism. 
However, observations to date have revealed 
some of the secrets of this germ. It is lying 
in wait in the bodies of so many people that 
relaxation of effort and failure to extend 
and intensify the attack on the bacillus 
could soon result in a most serious situation. 
Methods now known to be able to eradicate 
the germ must be kept before the people 
always. They must be educated as to public 
tuberculosis control. This is not a simple 
and easy undertaking. Education is not 
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dramatic. It is difficult. It requires resource- 
ful thinking. It must meet competition. It 
must be patient. Results are not always 
evident. It is expensive and it is difficult to 
raise money for it. At the same time, the 
disease can be prevented by it. 

We must help educate people. Let them 
know that there are usually no symptoms in 
the early stages of the disease just when it 
can be most easily cured. Where there are 
frequent colds, cough, fever, indigestion, 
night sweats and spitting of blood, and the 
patient loses appetite, weight and energy, 
the disease is far advanced and it is much 
more time consuming and difficult to arrest, 
control or cure, if possible to do so at all. 
Remember, fear cannot defeat tuberculosis, 
but knowledge can. 

We need also to educate ourselves. We 
need to inventory our facilities for detecting 
tuberculosis and to be sure that we know 
how to use them in the best possible way, 
and then we must interpret our results. 

Evidence of tuberculosis has been found 
in the earliest records of man. Hippocrates 
(470-376 BC) wrote the first clear descrip- 
tion of it. It has been known by various 
names before being finally called tubercu- 
losis in 1839. As late as the 17th century, 
it was thought that tuberculosis was pres- 
ent to some degree in all people. 

Various and valuable aids have been per- 
fected to help us over the years. Among 
these are the compound microscope which 
was invented about 1590. Laennec discov- 
ered the stethoscope in 1819. Proof of the 
contagiousness of tuberculosis was con- 
firmed in 1865. Koch discovered the tuber- 
cle bacillus in 1882 and prepared tuberculin 
in 1890. The x-ray was discovered in 1895 
and the bronchoscope in 1898. These aids 
have provided information which made the 
modern attack on the disease possible. With 
the establishment of well equipped sanatoria 
with enough beds for all who need them 
and the aides we have, aided by increased 
knowledge and greatly increased cooperative 
effort, it seems that the time is ripe for the 
knockout blow to this dread disease. 
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What shall the family physician do? 
There are so many things to think about and 
to do that we can list only a few. Certainly, 
he must think of tuberculosis, always, and 
concern himself about finding it early. He 
must keep himself well trained and alert to 
the early signs and symptoms of the disease. 
Symptoms of the advanced cases are too 
evident. They mean a lot of good time lost 
somewhere. The doctor must associate the 
patient with his contacts, surroundings and 
station in life. He must remember, of 
course, that tuberculosis may be found in 
every racial age and sex group, but the dis- 
ease appears to be concentrated more in the 
male group, the non-white race and the 
older and lower economic groups, particu- 
larly in alcoholics. The physician must get 
a good medical history and do a thoroughly 
good physical examination. He must make 
the most of his God-given senses and the 
aids already enumerated. 

There are available facilities at our clinics 
and sanatoria to get all needed examinations 
and tests done. The physician must refer 
patients for needed services. He must help 
to get all patients examined. He must re- 
port all positive cases and all known con- 
tacts. He must cooperate closely with the 
local health and welfare departments and 
the tuberculosis associations. Remember, al- 
ways, that prompt reporting of every case 
of tuberculosis is essential if treatment is to 
be insured. Treatment is available which if 
properly applied to all active cases of tuber- 
culosis can eliminate the disease. 

We must remember that tuberculosis is 
a disease of the people. They cannot be 
handled as we handle cattle in the campaign 
to eradicate bovine tuberculosis. 


If we are to control this disease in people, 
every American must know how he can 
combat the disease. He must know how he 
can protect and promote his own good 
health and that of his neighbors. He must 
know that tuberculosis can be controlled, 
can be prevented, can be cured. He must 
know that to eliminate it from Virginia, 
all active cases of tuberculosis must be con- 
sidered as public health as well as individual 
problems. May I repeat, fear cannot defeat 
tuberculosis but knowledge can? The tu- 
berculosis associations can educate and 
greatly help. The health departments can 
and must educate people and put into effect 
measures which help to prevent or control 
the disease. It has largely the responsibility 
for the treatment of active tuberculosis and 
the care of all other patients who are sent 
in for diagnosis or treatment. 

The interested public can, and does, great- 
ly aid in education, in raising funds, in help- 
ing to get needed legislation and in sup- 
porting the tuberculosis association, the wel- 
fare and health departments as well as the 
patient’s physician. 

The family physician must cooperate in 
all areas. He must make tuberculosis his 
business and he must try to get everyone to 
help him to utilize his talents to the best 
interest of all the people who have con- 
tracted or who have been exposed to tuber- 
culosis. Further, every physician whether in 
general practice or in special fields should 
become informed on the fundamentals of 
tuberculosis. He should offer and use his 
talents. This is a challenging assignment. 
I have every reason to feel that it will be 
cheerfully accepted. 
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Letters to the Editor.... 


Reactive Depression 
To the Editor: 


I felt you would be interested in the fol- 
lowing case history concerning an unusual 
observation. 

A 32 year old white male presented him- 
self for treatment of pain in the low mid 
back associated with fever and urethral dis- 
charge which had been present for some two 
weeks and treated without help. 

He gave the impression of being acutely 
depressed and initially it was felt that this 
was a simple reactive depression. 

On complete physical and laboratory ex- 
amination including IVP the only abnor- 
malities that could be demonstrated were a 
2+ bilaterally enlarged boggy prostate 
gland which was acutely tender. Cysto- 
scopic examination was negative except for 
an inflamed prostatic urethra. 

The prostate gland infection cleared up 
nicely with antibiotic therapy and when all 
apparent physical signs had cleared the pa- 
tient still complained of severe low back 
pain. 

On further examination it was obvious 
that this patient was suffering from a long- 
standing depression which had started some 
ten years previously when he was in the 
army and felt that he was being persecuted. 

His agitated depression was relieved very 
successfully with Librium 20 mgm tid and 
Monase (Upjohn Code M—9=P) and in 
four weeks all aches and pains had disap- 
peared and he was working steadily at his 
job with no time lost. 

On discontinuation of his medications he 
noticed a free floating anxiety which seemed 
to center around meal times and became 
worse if he did not eat properly because he 
was in a hurry and there was some associated 
fine tremor of the hands. He stated that this 
was never present on Sundays when he ate 
his food or late at night after he had eaten 
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a good supper. The history was only vaguely 
suggestive of hypoglycemia and a postpran- 
dial blood sugar four after lunch was found 
to be 83 mgm. % and he was at this time 
complaining of his free floating type of 
anxiety and there was a noticeable fine 
tremor. One mgm. of glucagon was given 
i.v. stat and he stated in ten minutes that 
he did not ever remember feeling so relaxed 
and at ease and a blood sugar taken 10 
minutes after administration showed 160 
mgm. % of glucose. The patient is now on 
a high protein diet with frequent feedings 
and is symptomless. 

Several patients have been seen with this 
free floating type of anxiety during the past 
few months. None of them had typical 
hypoglycemic spells, yet on random testing 
their blood glucose was in the 65-85 mgm 
% range and they all improved rapidly on 
a high protein diet with the blood sugars 
coming up into the 100-130 mgm % range 
on random testing. 

This is the first opportunity I have had 
to use glucagon to test for this condition 
and it seems that further investigation is 
warranted. In general practice it is hard 
to find many patients with any one condi- 
tion and it would be interesting to have 
some other physicians apply this test. 

Sincerely yours 


CHRISTOPHER M. G. Buttery, M.D. 
Rocky Mount, Virginia 


It Is a Privilege to Be an M.D. 
To the Editor: 


In Medical Economics a Maine physician 
recently made a strong plea for charging 
patients for telephone calls. He stated in 
an article in this medical magazine that 
charging for telephone calls worked out well 
in his experience and it made his life less 
burdensome. To me, at least, he gave the 
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impression that he believes physicians are 
too soft-hearted, and too charitable. 

I am an M.D. practicing dermatology in 
Portland, Maine, and therefore wish to apol- 
ogize for the smug commercialism shown 
by this Maine doctor who through Medical 
Economics, a magazine read by many M.D.’s 
throughout America, has attempted to 
spread the impression that Maine doctors do 
not have the dedication or idealism that 
M.D.’s everywhere in America should have. 
In my humble opinion, this doctor who 
wrote under an assumed name has views 
which are no credit to my State nor to the 
doctors of America and I write this letter 
because I am sure his views and his way of 
treating telephone calls from patients should 
not be considered acceptable. No doctor 
should take his advice I feel sure. 

All patients should have a green light to 
their doctor and no charge or other road- 
blocks should be set up to keep the mothers 
or anxious patients from telephoning him 
and getting his personal attention. There 
are too many middlemen between patient 
and doctor and one of them is the doctor’s 
secretary. 

Twenty-five or thirty years ago no M.D. 
would dare write as this Maine doctor did 
and to his credit is the fact that he did not 
use his own name. I therefore do not know 
his identity and believe he is secretly 
ashamed of his self-interested and unchari- 
table stand. 

We who have practiced medicine for a 
long time and without ever doing what 
some of the younger “better business men” 
do, want to see the profession we highly 
revere and love put back in a class with the 
clergy and priesthood. Those doctors who 
are most successful in helping people or in 
the Art of Medical Practice are not often 
financial successes. The two do not often 
go together for great physicians are like 
the clergy—altruistic, uncommercial and 
unselfish. They try to do good—not to just 
make money. 

I regret to see any doctors become like 
some hardhearted businessmen and our over- 
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paid Blue Shield and voluntary Insurance 
executives. Blue Shield, I am sure has in- 
troduced unnecessary middlemen and has 
created more problems than it has solved. 
Self-interest usually guides those who pro- 
mote it so strongly. The altruism of medical 
men must not be supplanted by the mer- 
cenary consideration or business practices 
that so often guides insurance men. 

When it does it is high time we try to 
put our standards of medical conduct back 
where those who went before us, placed it. 
Years ago no doctor ever wanted to be rated 
a good businessman. 

American medicine became a great and 
grand profession because they put the pa- 
tient first, not their own convenience, or 
their own pocketbook. In those days no 
public relations men or business advisers put 
good doctors on wrong roads. The rules of 
conduct of an insurance executive were not 
their guideposts. 

The doctors of the past were on a pedestal 
in the public’s opinion because they deserved 
to be there. They lived to serve and they 
observed strictly the Oath of Hippocrates 
and the Code of Medical Ethics which was 
inexcusably revised by some of our repre- 
sentatives in the House of Delegates of the 
American Medical Association recently. I 
am sure that like the Ten Commandments, 
it needed no revision. Today the conduct 
of quite a few people in all walks of life, 
including a few doctors, badly needs revi- 
sion. We should get our number of M.D.’s 
whose conduct is questionable or needs re- 
vision down to an irreduceable minimum. 
In all walks of life we must set a better 
example in a materialistic, selfish, and cor- 
rupt world. 

The public did not get billed for tele- 
phone calls, cancelled appointments, nor 
were they sent to free clinics by the truly 
great physicians of the past and none were 
told to take out insurance so the surgeons 
or obstetricians or other doctor could get 
paid. The public is still getting this good 
“old-fashioned” treatment from most of the 
doctors practicing today. They get it with- 
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out fail from the many “unbusinesslike” 
older doctors who don’t want any middle- 
men between them and their patients, and 
who die without leaving an estate of over 
$10,000. They, like the preachers, priests, 
and many teachers, go about doing good all 
their lives without regard for the financial 
return. 

Like these good people the great physi- 
cians of the past were not unhappy men and 
they were truly successful. Those who fol- 
low their ways in collecting fees will not 
go wrong. The ways of the lawyers, insur- 
ance men, Blue Shield executive, or bankers 
are not a better way for the dedicated doc- 
tor. The aged and the poor we will always 
have with us. None must be neglected. 

All of us should read our Bibles more 


and we should be less self-interested. Too 
many doctors, especially the younger ones 
of today, try to act like businessmen. If 
they wanted to become rich men they 
should not have become physicians. 

“It is easier for a camel to go through 
the eye of a needle than for a rich man to 
enter the Kingdom of Heaven.” 

Commercial interest does not guide the 
true physician, and there are many thou- 
sands of these men in America. They believe 
it is a privilege to be an M.D. and they go 
about daily doing good, giving of themselves 
gladly and generously, showing a heart as 
well as a well-trained medical mind. 


ApriAN H. Sco.ten, M.D. 
Portland, Maine 


New Antibiotic 


A new antibiotic, demethylchlortetracy- 
cline (Declomycin), has proved effective 
against a wide variety of infections accord- 
ing to a report in the May 20th Journal of 
the American Medical Association. 

The drug was effective for 4,432, or 86 
per cent, of 5,144 infectious conditions, 
according to Joel L. Shapiro, A.B., and 
Franklin M. Phillips, M.D., Lederle Lab- 
oratories, Pearl River, N. Y., the manufac- 
turer. The infections treated included 550 
different clinical entities. 

Their report was based on an extensive 
field trial, begun in 1959, in which 400 
physicians prescribed the drug for 4,704 
patients, some of whom were treated for 
more than one infection. Special data proc- 
essing methods were devised to handle the 
large number of case studies. 

A high percentage of respiratory infec- 
tions responded to the drug. Physicians also 
had “excellent success” in the response of 
venereal diseases. “There was an 85 per cent 
favorable response of ear and mastoid infec- 
tions to the drug, although chronic condi- 
tions were less successfully treated than the 
more acute types.” “About 94 per cent of 


VoLuME 88, AuGusT, 1961 


infections of the gums and teeth responded 
favorably. About 86 per cent of the patients 
treated for various infections of the diges- 
tive tract responded favorably.” 

Of 4,704 patients, 721 or 15 per cent had 
infections which had proved resistant to 
other antiinfective therapy and later im- 
proved during treatment with demethyl- 
chlortetracycline. By contrast, only 112 
patients, or 2 per cent, failed to respond to 
the new drug and later improved with the 
administration of another agent. 

Side reactions were reported in 451, or 
9.6 per cent, of the patients. The figure 
apparently is exaggerated, because it in- 
cluded such conditions as those which were 
probably a natural consequence of the in- 
fection itself or due to a reaction of simul- 
taneously administered medications. 

Although all the conditions reported by 
the responding physicians have not been 
listed, “this brief analysis of the mass of 
information received should provide a strong 
foundation for anticipating the results of 
the treatment of a very large segment of 
infections commonly encountered.” 
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Mental Health .... 


Northern Virginia Mental Health Project 


Recent advances in psychiatry and the 
development of tranquilizing drugs have 
made it possible for many people to leave 
mental hospitals and to have a much shorter 
period of hospitalization. At the same time 
a person returning from a state hospital is 
faced with the matter of getting started 
again in the family, on the job, and in the 
community. 

For some, this is not so hard; for others 
it is extremely difficult. But it is never easy, 
and too many times people return to the 
hospital again, and again. This happens 
when, for whatever reasons, people do not 
receive the help they require after hospital- 
ization. 

Very rarely can the hospital provide the 
necessary services; never when it is far dis- 
tant from the community. Western State 
Hospital, for example, which serves North- 
ern Virginia, is in Staunton, 150 miles away. 
This means that effective services after hos- 
pitalization need to be provided by the local 
communities. It is only through a commu- 
nity effort and the acceptance of the per- 
son who has been in a mental hospital, along 
with his problems, can we eventually hope 
to restore the individual as a self-sustaining 
member of society. 

The rapid return of more patients to the 
community also has raised questions. Ex- 
actly what services are required? What serv- 
ices are now available? What new services 
would be helpful? Why don’t more people 
use existing services when they do need 
them? What do patients expect from their 
families and communities? In turn, what 
does the family and community expect 
from the returning patient? 


Hmam W. Davis, M.D., Commissioner, Depart- 
ment Mental Hygiene and Hospitals, Richmond, Vir- 
ginia. 
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These questions and many others all point 
to the complexity of the problems involved 
in making a successful transition from the 
hospital to the home community. 


Three-Fold Program 


The Northern Virginia Mental Health 
Project will undertake a first hand study of 
these problems and to provide effective serv- 
ices the project is developing a three-fold 
program. 

I. To obtain accurate knowledge for the 
development of services based upon scien- 
tific principles, surveys will be made in col- 
laboration with Northern Virginia com- 
munity agencies and Western State Hospital 
of the needs for services as seen by agencies, 
patients and their families. In the same way, 
a survey will be made of existing services. 

Through close contacts with people, both 
while they are in the hospital and immedi- 
ately after they return home, the project 
hopes to learn more about the rehabilitation 
process, as the people, and their families, 
actually experience it. This part of the pro- 
gram is based on the fact that we need to 
learn much more about the problems of the 
patients and their families during and after 
hospitalization in order to provide maxi- 
mum effective services within the frame- 
work of funds available to agencies. 

II. The second part of the project is con- 
cerned in assisting in the coordination of 
existing community services for people re- 
turning from the hospital, so that these serv- 
ices can be used most effectively. These 
include medical, psychiatric, psychological, 
nursing, and social welfare services. 

To implement this goal the project is 
inaugurating a Northern Virginia Mental 
‘Health Advisory Council in order that by 
means of mutual assistance and the develop- 
ment of cooperative programs this goal may 
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be attained. The council will consist of 
representatives from the various public and 
private agencies in Northern Virginia and 
other individuals concerned with mental 
health. The project also will report the find- 
ings from its various studies to the council 
for translation into action programs. In 
this manner it is expected that when the 
project terminates, an active body will re- 
main to continue the coordination and de- 
velopment of needed services for the men- 
tally ill. 


III. Out of the experiences of the project 
personnel and the data compiled from the 
psychiatric, psychological, and social studies 
that will be undertaken, the project expects 
to emerge with a greater understanding of 
the process of rehabilitation, new percep- 
tions of the human strivings that influence 
it, and specific recommendations as to how 
these factors can be best taken into account 
in devising a practical, flexible, and compre- 
hensive program of services. As a result, 
the project in cooperation with existing 
community agencies will devise, demon- 
strate, and test new kinds of services and 
rehabilitation techniques. 


The project is presently consulting with 
community agencies to develop a closer hos- 
pital-community working relationship. A 
program of counseling for families who 
have a patient returning home from the hos- 
pital has been inaugurated in the past 
month. 

The Alexandria Mental Hygiene Clinic 
is developing a group therapy program in 
which staff members will travel to Western 
State Hospital for purposes of providing 
therapy while the patient is in the hospital 
and continuing in the clinic upon the pa- 
tient’s return to Alexandria. 

The Fairfax Child Guidance Center has 
initiated a group therapy program for pa- 
tients who have returned from the hospital. 
Public Health Nurses in the Arlington Pub- 
lic Health Department and the Fairfax 
County Department of Public Health have 
been providing nursing services to former 
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patients who are being rehabilitated. In 
addition, a seminar series in basic principles 
of psychiatry has been started for the pub- 
lic health nurses in the Fairfax County De- 
partment of Public Health. These initial 
programs will be followed by the develop- 
ment of other programs representing a co- 
operative enterprise between the project and 
other community agencies. 

Many people returning from mental hos- 
pitals have to continue taking tranquilizing 
medication for varying periods of time but 
find it very difficult, if not impossible, to 
pay for continued medication. Methods are 
being investigated with the area medical 
societies for providing medical supervision 
of patients taking tranquilizers. 

Dr. Elmer Lowry, Jr., and Dr. James 
Pettis are the program Co-Directors. Dr. 
Lowry is the Director and Psychiatrist in 
the Alexandria Mental Hygiene Clinic where 
he has provided much of the stimulation for 
the initial development of the project. He 
is a graduate of Harvard Medical School 
and prior to assuming the directorship of 
the Alexandria Mental Hygiene Clinic was 
a psychiatrist in the medical corps of the 
U.S. Navy. Dr. Pettis is the Superintendent 
of Western State Hospital and a graduate 
of the Medical College of Virginia. At 
Western State Hospital he has been respon- 
sible for the development of many new pro- 
grams of patient care. 

Dr. Edwin Zolik, a clinical psychologist 
from the faculty of the Graduate School 
at Marquette University has been appointed 
within the Department of Mental Hygiene 
and Hospitals as Executive Director of the 
project. He received his doctorate from 
Catholic University of America in the De- 
partment of Psychology and Psychiatry. 
While at Marquette he conducted a com- 
munity mental health project under a grant 
from the National Institute of Mental 
Health and has published research on psy- 
chotherapy and the rehabilitation of hospital 
patients. 


Mr. Irving Levin has been designated as 
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Chief Psychiatric Social Worker. He is a 
graduate of the Richmond School of Social 
Work. He assisted in setting up the Child 
Study Division in the District of Columbia 
public school system. While on the staff of 
St. Elizabeth’s Hospital he was involved, 
among his various duties, in developing 
after-care services being interested in the 
problems of patients who were returning to 
the community after a long period of hos- 
pitalization. 

Mr. William Cashin, a graduate of Catho- 
lic University and Mr. Calvin Green, who 
has a Master’s Degree from the University 
of Missouri and is a doctoral candidate at the 
University of Maryland, have been ap- 
pointed as Associate Research Psychologists. 

Mrs. Margery Wyatt, Chief of the Social 
Service Department at Western State Hos- 
pital is Project Coordinator at the hospital. 
Her concern for the need for after-care 
services for patients has played a major role 


Androgen, the male sex hormone, is help- 
ful in treating anemias associated with cer- 
tain malignant conditions, according to an 
article in the June Archives of Internal 
Medicine, published by the American Med- 
ical Association. A preliminary report on a 
study involving a small number of patients 
was made by Drs. Frank H. Gardner and 
James C. Pringle, Jr., Boston. 

Although earlier studies have indicated 
a relationship between the production of 
red blood cells and the male sex hormone, 
androgen therapy has not been widely used 
in the treatment of anemia, they said. Cer- 
tain anemias are caused by a deficiency of 
red blood cells. 
The present study was initiated in 1956 


Male Sex Hormone in Anemias 


in the hospital joining with the community 
in this collaborative endeavor. Under the 
direction of Dr. William Grey and Dr. Car- 
los Recio, the Clinical Directors of the hos- 
pital, the medical and nursing departments 
are participating in the project by inaugu- 
rating programs of more intensive patient 
care. Project personnel are assisting in de- 
veloping various hospital programs and have 
been conducting training sessions for nurses 
and ward attendants. 

The project is supported by a grant from 
the National Institute of Mental Heaith, 
United States Department of Health, Edu- 
cation and Welfare and is under the auspices 
of the Department of Mental Hygiene and 
Hospitals of the Commonwealth of Vir- 
ginia. It is anticipated that the procedures 
and programs developed, and the findings of 
the project will be useful and applicable in 
other communities throughout Virginia and 
other states. 


after it was observed that anemia occurring 
with breast cancer improved in women who 
were given androgen as cancer therapy. 

It is not known just how androgens im- 
prove anemias, but there is some evidence 
that the primary effect is related to changes 
in the bone marrow tissue. Red blood cells 
are formed in the bone marrow. 

Dosage requirements have not been de- 
fined precisely, but larger doses have been 
correlated with a more rapid and complete 
alleviation of the anemias observed. 

Improvement is not rapid, and the first 
benefit to the patient may be related to 
decreased blood transfusion requirements. 

The results obtained suggest a much wider 
application of androgen therapy. 


Vircinia Mepicat MONTHLY 


: 
= 
; 
E 
i 
486 
: 


Cancer Trends .... 


_The “Conquer Uterine Cancer” Project 
in Virginia 

The Papanicolaou Technique for detec- 
tion of uterine cancer has been in use about 
ten years, and yet twenty-three million 
American women have never heard of the 
test. 

This was learned in a recent “Gallup Poll” 
conducted for the American Cancer So- 
ciety. It was also found that of the 33 mil- 
lion women who have heard of the Pap 
smear examination, only 17 million have 
actually had the test, and of these at least 
9 or 10 million are overdue for another ex- 
amination. 

This information becomes even more dis- 
tressing when we realize that about 32,000 
women will get uterine cancer this year and 
14,000 will die of this particular cancer. 

Here we have a technique for detecting 
uterine cancer in its early, manageable 
stages, before the onset of symptoms notice- 
able to the patient, and yet there are thou- 
sands of women dying each year because the 


disease was not detected or was detected too 
late. 


Last April, with these facts in mind, the 
American Cancer Society and the General 
Federation of Women’s Clubs launched a 
joint project entitled “Conquer Uterine 
Cancer”. This project is a major step in the 
effort to reduce sharply and eventually to 
practically eliminate uterine cancer as a 
cause of death. 

In preparation for this program, a na- 
tional survey on cytologic facilities in the 
United States was conducted with the coop- 
eration of the College of American Patholo- 
gists and the American Society of Clinical 
Pathologists. The survey revealed that 
rapid expansion of the cytology program is 
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entirely possible but depends on recruiting 
and training cytotechnologists. Pathologists 
indicated that they are ready to do “Pap” 
smears on about 6,100,000 women: twenty 
per cent more than they did last year. They 
also reported that facilities could be ex- 
panded to meet a demand for smears for 
11,000,000 women annually, if more cyto- 
technologists are trained. 

The “Conquer Uterine Cancer” Project 
now under way is, therefore, both a major 
public education effort with women, stimu- 
lating and encouraging them to take regular 
annual advantage of the life-saving “Pap” 
smear examination and a recruitment pro- 
gram to enlist cytotechnologists. 

In Virginia, the project is being conduct- 
ed jointly by the American Cancer Society’s 
Virginia Division and the Virginia Federa- 
tion of Women’s Clubs. The Division’s 
Board of Directors has endorsed the “Con- 
quer Uterine Cancer” Project and is work- 
ing closely with the Virginia Federation of 
Women’s Clubs in planning the program, 
which will be one of the major activities of 
club women in the State during 1961-1962. 

The Division has worked with the various 
professional organizations on the medical 
aspects of the program, and the necessary 
medical clearances have been obtained. A 
special steering committee composed of rep- 
resentatives of the two groups and the med- 
ical profession is working on plans for the 
project. The author of this paper is serving 
as Chairman. 

The Cancer Society is working closely 
with the federated women’s clubs through 
the Society’s local units, of which there are 
103 in the State. It is expected that nearly 
all of the 25,000 members of the 423 fed- 
erated clubs in Virginia will participate in 
the project. The Cancer Society’s local units 
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will provide the information and materials 
needed in carrying out the project and will 
assist in planning programs about uterine 
cancer for club meetings. 

Monthly progress reports will be made by 
the clubs, and achievement awards will be 
given by the Cancer Society’s Virginia Di- 
vision at the annual convention of the 
VFWC next April. Awards will be given 
for clubs having 75 per cent or more of 
their membership receive physical examina- 
tions, including “Pap” smears. 

Progress is also being made in recruiting 
young people to train for work in labora- 
tories as cytotechnologists. A recruitment 
film entitled “The Human Cell and the 
Cytotechnologists” is being shown on tele- 


Stinging 


A stinging caterpillar has become a “pub- 
lic health problem” in some southern states, 
according to an article in the April Ist Jour- 
nal of the American Medical Association. 

Sometimes called a “woolly worm,” its 
technical name is megalopyge opercularis. 

Texas apparently has the largest number 
of the caterpillars but they also have been 
reported in Missouri, Maryland, Virginia, 
North Carolina, South Carolina, Georgia, 
Florida, Alabama, Mississippi and Louisiana. 

The caterpillar has many quills which re- 
lease a poison on contact. The sting can 
cause severe local pain, swelling at the site 


Caterpillar 


vision stations throughout the State. Sev- 
eral stations have shown the film, and others 
are planning to use it within the next few 
months. 

The “Conquer Uterine Cancer” project 
has been planned to run for one year from 
April 1960 until April 1962. It is hoped 
to extend the program later to other wom- 
en’s organizations. 

Through the cooperation and efforts of 
all the groups involved in this project—the 
Cancer Society, the Federated Women’s 
Clubs, the medical profession, and others— 
the goal of eventual control of uterine can- 
cer can become a reality, and there will no 
longer be thousands of women dying need- 
lessly each year from uterine cancer. 


of the sting, headache, shock-like symptoms, 
and convulsions. 

Although no deaths have been reported 
from the sting, the severity of symptoms in 
some patients suggests that death could re- 
sult. 

About 2,130 stings were reported during 
an epidemic in southeastern Texas in the 
summer of 1958. There is a marked increase 
in the prevalence of the caterpillars every 
four or five years. 

The article was written by John P. Mc- 
Govern, M.D.; Gilbert D. Barkin, M.D.; 
Thomas R. McElhenney, M.D., and Reubin 
Wende, M.S., Houston. 
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Pre-Paid Medical Care.... 


An Urgent Request 


There are but few, if any, physicians who 
do not firmly believe in the free enterprise 
system. Though we find much to criticize 
in many areas of our American free enter- 
prise, we see greater fault and danger in 
extensive governmental control of the pur- 
suits of living. 

Up until now health care has been essen- 
tially a free enterprise in the United States. 
It is a $25 billion enterprise, $6 billion of 
which has been governmental and $19 bil- 
lion nongovernmental. Because the coun- 
try’s gross national product approximates 
$500 billion, transfer to government of the 
health care segment of our economy would 
not alone mean nationalization of our in- 
stitutions. But a $19 billion item is signifi- 
cant. It is significant enough to be worth 
preserving. 

Today we are all too close to a govern- 
mental hospital care program for the aged, 
to be financed through the federal social 
security system. There are, it is superfluous 
to say, political aspects to this question of 
government-sponsored health care for the 
aged; further, many very intelligent non- 
political people support the social security 
proposal. It is said that passage of applicable 
legislation is no more than eighteen months 
in the offing and might be considerably 
closer. 

Two features of the proposed new social 
health care benefit are of dire import to the 
medical profession. For the first time there 
would be a broad-based popular tax levied 
specifically and solely for the purpose of 
paying for health care. In other words, we 
would have a limited compulsory govern- 
mental health program. The second, even 
more significant feature of the proposed 
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program is that eligibility to receive the tax- 
paid care is not to be based on individual 
inability to pay, the traditional dividing line 
for all the population other than govern- 
ment wards. If a person belongs to a certain 
general category of the population, he will 
be eligible for governmental coverage 
whether he individually can pay for his own 
care or not. 

The reasoning is this: of people over 65 
those who can pay their own way are so 
exceptional that it would be impractical to 
make distinctions. But there are other mar- 
ginal categories of people—the unemployed, 
widows, those who have had financial mis- 
fortune, those who have less than moderate 
income. As soon as over-65 people are 
covered as a group for health care by gov- 
ernment, there will be pressure for the gov- 
ernment to protect at least some of these 
groups under age 65. Perhaps some should 
have tax-paid benefits. But the question will 
be where to draw the line. 

Before long, we may be wondering if we 
can draw any line—any place. We are pos- 
sibly about to have our last chance to perfect 
nongovernmental health care so that we can 
avoid dropping into complete governmental 
health care. We are in this critical situation 
because Americans, as have people in all 
other countries, have come to look upon 
adequate health care as an essential public 
service, a basic right. Here we come very 
close to demanding equal quality (albeit, 
perhaps, mediocre quality) for all people 
without regard for ability to pay. In 59 
other countries, including all Europe except 
Finland, general compulsory governmental 
medical care is in operation to assure just 
this. And in America, we are moving on to 
satisfying this public service attitude toward 
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health care. One way or another, it seems, 
we will get there. 

Mr. Kennedy recommends that we, too, 
get there by shifting health care financing 
to government. Others suggest that we 
develop adequately our nongovernmental 
methods. Physicians as a group belong to 
the latter school of thought and, fortunate- 
ly, most physicians realize that non-profit, 
community-oriented Blue Cross-Blue Shield 
is the best and perhaps the only way to solve 
the quantitative problems without jeopard- 
izing qualitiative performance. But the 
non-profit Plans must be strengthened— 
and the medical profession must assume its 
indispensable role of leadership in this task. 
To use the words of Dr. Henry S. Blake of 
Topeka, “Blue Shield—in this year, 1961— 
is the great unfinished business of American 
Medicine.” 

Since December of 1956 this special page 
of the Monthly has perhaps redundantly 
proffered and supported the idea that phy- 
sicians can best help themselves by effec- 
tively helping the non-profit Plans—that 
physicians can assure the future of the pri- 
vate practice of medicine by safeguarding 
the future of the Plans through active pro- 
motion of their growth, adequacy of cover- 
age, and continued solvency. Some readers 
of this page undoubtedly have discarded the 


The following recent books are featured 
by the W. B. Saunders Company in their 
ad which appears in this issue of the 
Monthly: 

Cherniack and Cherniack—Respiration in 
Health and Disease. Clearly explains the 
mechanisms by which pathological processes 
produce clinical findings in respiratory dis- 
ease. 


Saunders Books 


evidence because of flaws in its presentation. 
This method of accommodating for intel- 
lectual myopia is known in best scientific 
parlance as “throwing the baby out with the 
bathwater.” It is probably the major con- 
tributor to the high infant mortality in 
the world of ideas, especially of those ideas 
that run counter to the notions held by 
self-centered and self-seeking individuals. 
This then is a plea to the many exponents 
of the Plans—the true friends of free-enter- 
prise—that they pick up the ball where this 
page has fumbled; that they more clearly 
delineate for their somewhat myopic col- 
leagues the eleventh-hour, last-ditch aspects 
of the situation facing the medical profes- 
sion; that they more convincingly establish 
that Blue Cross-Blue Shield is the best if 
not the only ally of the profession in its 
defense of free-enterprise private practice. 
This is an urgent request for prompt and 
purposeful action—by individual physicians 
and by their professional organizations. 


Editor’s Note: Dr. Ackart has left Rich- 
mond to become the Director of Profes- 
sional Services of the American Hospital 
Association, Chicago. At present there 
are no plans for the continuance of this 
special page, the responsibility for which 
has been his. 


Fluhmann—The Cervix Uteri. Fully cov- 
ers diagnosis, clinical manifestations, medi- 
cal and surgical management. 

Tenney and Little—Clinical Obstetrics. 
Authoritative management of 24 problems 
which currently cause difficulty in safe de- 
livery. 
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Public Health.... 


Registration and Statistics 


Virginia’s physicians and hospital authori- 
ties have the vital responsibility for proper- 
ly recording the beginning and ending of 
human life. This is a moral, legal, and 
scientific responsibility—moral because of 
patient obligations; legal because of State 
requirements; and scientific because of the 
needs associated with the advancement of 
medical research. 

Most people take the business of gather- 
ing vital statistics so much for granted that 
they are quite unaware of the complex sys- 
tem involved in the process. In Virginia, 
new laws enacted in 1960 have placed the 
vital statistics system on the public health 
team and have made it truly an operating 
arm of medical research. The key to the 
system for collection of data is the city or 
county health department, and the Health 
Director is the city or county registrar of 
vital statistics. State law specifies the indi- 
viduals responsible for filing birth, death, 
and fetal death certificates with the regis- 
trar. For births, it is the hospital authority 
and physician for institutional occurrences, 
or the physician or midwife for home de- 
liveries; for deaths, the physician or medical 
examiner and the funeral director; for fetal 
deaths, the physician or hospital. 

In collecting and supplying the necessary 
information and in the actual filling out of 
the forms, a great many other people may 
be involved. Such a list would include, in 
addition to physicians, hospital floor nurses, 
head nurses, medical record librarians, rec- 
ord clerks, hospital administrators, medical 
examiners, parents of newborns, members 
of the family of the deceased, or in fact, 
any individual competent to provide neces- 
sary information. These are the people who 
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have first-hand knowledge of the particular 
event of birth, death, or fetal death; and 
upon the accuracy of the information ob- 
tained from them depends the effectiveness 
of the whole system. 

Virginia’s Bureau of Vital Statistics in 
the State Department of Health is respon- 
sible for the operation of the system and 
attempts to fulfill its required functions in 
the best interests of all the citizens of the 
State. The Bureau has a two-fold purpose: 

(1) To answer inquiries concerning any 
birth or death certificate that has ever been 
filed in the State. The certificates, as they 
come from the city and county health de- 
partments, are checked for possible errors 
and omissions. They are numbered and in- 
dexed for quick reference, then microfilmed 
and permanently filed in fireproof vaults. 
Upon request, certified copies of the original 
records are provided to anyone having a 
legitimate right to such data; and verifica- 
tions or information from the records are 
provided free of charge to authorized State 
and Federal agencies requiring such data for 
Virginians listed in their programs. Last 
year (1960) the Bureau issued over 100,000 
certified copies and better than 95,000 no- 
tifications and verifications to other agencies. 

(2) The Bureau has the statutory respon- 
sibility to make an extensive analysis of the 
information contained in the birth, death, 
and fetal death registrations. An attempt is 
made to employ the most modern methods; 
the information is transferred to punch 
cards and fed into automatic tabulating 
machines. In this way, comprehensive data 
for selected items on the certificates can 
be obtained and used to compare with pre- 
vious data or with other relevant informa- 
tion. 


Reports are issued monthly and annually. 
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The monthly reports are primarily statisti- 
cal tabulations broken down by counties and 
cities. Such reports are available to any 
interested individual or organization and 
include information concerning how many 
children were born and how many persons 
died in the reporting month, leading causes 
of death, infant deaths, and immaturity 
data. Often some interpretation of special 
news interest will be added, as for instance, 
a rise or decline of the birth rate in any 
area, or the impact of an influenza epidemic. 

Annual reports or special studies follow 
the same pattern, though in much greater 
detail. As a rule they present an analysis of 
whatever elements of the overall health pic- 
ture the data reveal. These reports are avail- 
able for study by public health authorities, 
physicians, medical analysts, hospital direc- 
tors, and anyone else concerned with health 
matters within the State. Year-to-year or 
decade-to-decade comparison with the data 
offered in these reports and studies may in- 
fluence administrative decisions regarding 
health programs, or may form the basis of 
proposals for new health legislation. 

The various branches of the medical pro- 
fession are the greatest consumers of vital 
statistics data. For example, a continuing 
study of mortality data helps in determining 
where further medical research is needed and 
the areas where medical services and facili- 
ties must be strengthened. In Virginia, the 
health picture has changed greatly within 
the past several decades. As late as 1935 
only 15 per cent of all births occurred in 
hospitals; in 1960 this figure had risen to 
92 per cent. In 1935 physicians attended 
70 per cent of the births; in 1960, 95 per 
cent. Formerly, among the chief causes of 
death, as shown on the death certificates, 
were such infectious diseases as tuberculosis, 
diphtheria, scarlet fever, and typhoid fever. 
The mortality rate for infant and maternal 
conditions due to infectious diseases was es- 
pecially high. 

In recent times, however, public health 
and medical science have succeeded in bring- 
ing most of these infections under control. 
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Today, Virginia’s major causes of death (ex- 
cept for accidents) are the chronic diseases, 
with diseases of the heart and cancer leading 
the list. Thus, we should concentrate on the 
causes and cures of chronic diseases, and 
efforts to prevent such diseases are taking on 
increasing importance in public health ac- 
tivities. 

There is a tremendous potential for good 
public relations incorporated in the prepara- 
tion of birth and death certificates. For 
example, a birth certificate is a person’s deed 
to American citizenship. It is prima facie 
evidence of all the necessary facts of his 
birth—proof of age, place of birth, and 
parentage. It will be used throughout his 
life for school entrance, marriage, passports, 
pensions, security clearances, social security, 
and hundreds of other required instances. 
Similarly, the death certificate allows in- 
surance payments, clears estates, records 
interment, establishes genealogical data, 
clears official agency records, and is the legal 
document required in many other instances 
to prove the facts of death. 

All records are only as useful and valuable 
as is the skill and care with which they are 
prepared. It is recognized that busy phy- 
sicians and hospitals are sometimes over- 
burdened with paperwork, but it cannot be 
emphasized too strongly that there is no 
more important duty that a physician or 
hospital staff member can perform than 
carefully preparing birth and death cer- 
tificates. Exact facts should be recorded. 
The health departments and the Bureau of 
Vital Statistics treat the certificates in a 
confidential manner and consider them as 
as extension of the doctor-patient relation- 
ship. They are indeed public records, but 
the courts have held that they are of a priv- 
ileged nature and not subject to haphazard 
disclosure. In view of the exacting require- 
ments of vital statistics registration, all 
physicians and hospital authorities should 
acquaint themselves with the statutes and 
regulations on the subject. The Bureau of 
Vital Statistics believes the registration pro- 
gram is a two-way street named “Coopera- 
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tion”. Any questions of the medical profes- There are, of course, many opportunities 
sion or any statistical data that may be for improvement. Efforts are constantly 
desired should be directed to the Bureau— under way to seek better ways to collect and 
its programs are similar to other government —_yse the data. There can be little question, 
agencies in that its major product is service.  ,owever, that the system is now broadly 

To repeat, the collection and analysis of faced and, with the cooperation of all re- 
vital records is a huge cooperative endeavor porting sources, will work well. Vital sta- 


in which a vast number of people in the |... osc ae 
tistics serve the individual, the community, 
community and at all levels of government 


play an important part and the State in many useful ways. 


MonTHLY Report OF BUREAU OF 
COMMUNICABLE DISEASES 


Jan.- Jan.- 

June June June June 

1961 1960 1961 1960 

Brucellosis a 3 4+ 10 17 
Diphtheria 2 1 12 6 
Hepatitis (infectious) _ 119 69 750 491 
2006 1030 10,240 5683 
Meningococcal Infections 0 4 30 35 
Aseptic Meningitis —~_- 4 0 11 13 
Poliomyelitis _____ 1 0 1 0 
Rabies (in animals) ; 8 17 142 133 
Rocky Mt. Spotted Fever. 10 4 18 6 
Streptococcal Infections 352 422 3898 3867 
Tularemia 0 0 22 
Typhoid 0 2 1 5 


Artificial Kidney for Two 


The twin coil artificial kidney, designed The double procedure allows more pa- 
for one person’s use, has been modified to 
treat two patients at the same time, accord- 
= three Cleveland surgeons. the cost of one unit and less blood is re- 

Writing in the May 27th Journal of the ensagg 5 ape 
American Medical Association, Drs. Haakon quired to prime one-half of a twin coil arti- 
Ragde, Satoru Nakomoto, and Willem J. ficial kidney. 

Kolff said eight patients had been treated 
two at a time on 17 occasions. 

“No adverse reaction was observed in any 
of our patients.” 


tients to be treated in a given period of time 
and is less expensive since two patients share 


The artificial kidney duplicates the work 
of the human kidney by filtering waste 
products from the blood. 
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Woman's Auxiliary.... 


President _._Mrs. F. Clyde Bedsaul, Floyd 
President-Elect___.Mrs. William F. Grigg, Jr., Richmond 
Mrs. Robert Keeling, South Hill 
Mrs. Theodore McCord, Fairfax 


Mrs. Byron Eberly, Portsmouth 
Recording Secretary__Mrs. A. B. Gravatt, Jr., Kilmarnock 
Mrs. J. Glenn Cox, Hillsville 
Mrs. James M. Moss, Alexandria 
Publications Chairman Mrs. Custis L. Coleman, Richmond 


Directors_______________ Mrs. Walter A. Porter, Hillsville 
Mrs. Charles A. Easley, Jr., Danville 
Mrs. John R. St. George, Portsmouth 


Vice-Presidents 


Corresponding Secretary 


Richmond. 


The following officers were elected by the 
Auxiliary to the Richmond Academy of 
Medicine at its meeting on May 12th: Presi- 
dent, Mrs. Richard N. Baylor, succeeding 
Mrs. Walter H. Buffey; president-elect, 
Mrs. Charles W. Byrd; vice-president, Mrs. 
Berkeley H. Martin; treasurer, Mrs. Harold 
Goodman; corresponding secretary, Mrs. 
Robert B. McEntee; assistant corresponding 
secretary, Mrs. Adrian L. Carson, Jr.; and 
recording secretary, Mrs. Frederick E. Vul- 
tee. 

Committee chairmen are: National, Mrs. 
William H. Cox, with sub-chairmen of 
Safety and Civil Defense Mrs. Cornelius G. 
Lynch, Student A.M.A. Mrs. Cox, AMEF 
and Bulletin Mrs. Charles Meeks, Nurse Re- 
cruitment Mrs. Lawrence O. Snead, Jr., and 
Mrs. Charles W. Massie; Southern, Mrs. Carl 
W. Meador, with sub-chairmen for Doc- 
tor’s Day Mrs. L. Benjamin Sheppard and 
Mrs. William T. Moore, Research and Ro- 
mance Mrs. Carl W. Meador; Editorial, Mrs. 
Antonio Velo, with sub-chairman for Year- 
book Mrs. John J. Kelly, III; Program, Mrs. 
Berkeley H. Martin, Jr.; Membership, Mrs. 
Charles W. Byrd; Community Service, Mrs. 


Walter H. Buffey, with sub-chairmen for 
Representatives of Richmond Council of 
Women’s Organizations Mrs. Buffey and 
Mrs. Wyndham Blanton, Jr., Legislature 
Mrs. George K. Brooks, Jr., and Community 
Service Luncheon Mrs. George Ritchie; Fi- 
nance, Mrs. William W. Regan, with Mrs. 
Harold Goodman, Mrs. Byrd, and Mrs. Wil- 
liam Spencer as the budget sub-chairmen, 
and Mrs. Herbert W. Park and Mrs. Willard 
M. Fitch as Ways and Means; Revisions and 
Parliamentarian, Mrs. Maynard Emlaw; 
Special, Mrs. Custis L. Coleman; Luncheons, 
Mrs. Hunter S. Jackson and Mrs. R. Brooks 
Hunt, with Mrs. Mark B. Williams for 
flowers and Mrs. Jackson as hostess; Devo- 
tionals, Mrs. Hawes Campbell; Telephone, 
Mrs. Melvin E. Yeamans; Historian, Mrs. 
Julius C. Hulcher, Jr.; Philanthropic, Miss 
Adele Turman with Mrs. Martin Marko- 
witz as co-chairman, Mrs. W. Linwood Ball 
as Sheltering Arms Hospitality, and Mrs. 
Jon Rebman, III, volunteers; and Christmas 
Party, Mrs. G. Benjamin Carter. 


American Medical Association. 


At the annual meeting of the Auxiliary 
to the American Medical Association, Mrs. 


‘Harlan English, Danville, Illinois, was in- 


stalled as president, succeeding Mrs. William 
Mackersie, Detroit. Mrs. William G. Thuss, 
Birmingham, Alabama, was named presi- 
dent-elect. 

A check of $195,264.22 was presented to 
the American Medical Education Founda- 
tion by the Auxiliary at a luncheon honor- 
ing national past presidents. For the second 
time, the “Ethel Gastineau Trophy” was 
awarded to the Tennessee Auxiliary for out- 
standing service in behalf of AMEF. 
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Editorial.... 


Where Does Your Congressman Stand? 


E IN VIRGINIA are inclined to think of ourselves politically as 
being generally conservative or perhaps it could be better ex- 
pressed as a little to the right of center. We also have fallen into the 
habit of thinking that our elected representatives, with one or two ex- 
ceptions, share this conservatism to a greater or lesser degree. We phy- 
sicians have taken it for granted that our congressmen and senators 
view medical legislation from much the same vantage point as we do 
and that it has not been as necessary in Virginia to point out possible 
pitfalls to our lawmakers as has been the case in some of our sister states. 
For those of us who have shared such thoughts the June 23 issue of 
the Medical World News has come as a rude awakening. Several weeks 
ago this biweekly news magazine of medicine sent the following ques- 
tionnaire to each member of the U.S. Senate and the House of Repre- 


sentatives: 


“1. IN PRINCIPLE, THE FEDERAL GOVERNMENT SHOULD PROVIDE: 
A) Some kind of health care for all of our older citizens 
B) Some kind of health care for only the indigent aged. 


C) No program of health care assistance to the aged. 
D) Undecided, as yet. 


IN PRINCIPLE, A GENERAL FEDERAL PROGRAM TO OFFER HEALTH 
Care AID TO THE AGED: 

A) Should be financed through the Social Security program. 
B) Should not be tied to Social Security 

C) Undecided as yet.” 


The questions were carefully worded; the alternatives were clearcut. 
Sixty-four percent of the entire membership of the House responded 
but only one-half of Virginia’s congressmen replied. When the maga- 
zine went to press Representatives Downing, Gary, Abbitt, Poff and 
Harrison had not been heard from. Only 24% of the entire member- 


ship of the House refused to take a stand but of the five remaining 
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Virginia congressmen three (Hardy, Tuck and Jennings) declined to 
state their position on the points in question. 


Only two of our ten representatives—Democrat Howard W. Smith 
of the Eighth District and Republican J. T. Broyhill of the Tenth (and 
may their tribe increase) spoke up without qualification and gave their 
responses “loud and clear”. They stated they wanted “health care for 
only the indigent aged” and they did not want it “tied to Social Se- 
curity”. 

That was a discouraging showing—not as good as Vermont or Wash- 
ington to mention only the two adjacent states in the alphabetical 
tabulation. With the expectation that our Virginia senators would bring 
up the average we turned to the Senate column. Here, too, we were 
disappointed. Only one, A. Willis Robertson, stated his position. Senator 
Robertson, we are pleased to relate, was in favor of health care for only 


the indigent aged and did not wish this tied to Social Security. 


So there we are. Of our twelve repersentatives in Washington only 
three expressed themselves as we thought at least nine or ten would have 
done. This means that we have our work cut out for us. It is up to the 
physicians in eight of the ten congressional districts in Virginia to con- 
vince their representatives that the time has come for them to be willing 
to stand up and be counted and that they should not fear to pursue the 
same course that they have in the past. Virginians have stood fast in 
the past against socialistic schemes in any guise. Our representatives have 
not been penalized for their conservative votes in previous years and 


there is no reason for them to fear that they will be penalized now. 


Harry J. WarTHEN, M.D. 
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Current 


SPECIAL REPORT ON ACTIONS OF THE HOUSE OF DELEGATES 
OF THE AMA 


The following summary covers only a few of the many important subjects dealt with 
by the House and is not intended as a detailed report on all actions taken. ; 


OSTEOPATHY: In adopting a statement of policy, the House of Delegates said 
“There can never be an ethical relationship between a doctor of medicine and a cultist, 
that is, one who does not practice a system of healing founded ona scientific basis. 
There can never be a majority party and a minority party in any science. There can- 


not be two ee sciences of medicine or two different, yet equally valid systems of 
medical practice.” 


The statement recognized the transition presently occurring in osteopathy and cited 
evidence of an attempt by many of those practicing osteopathic medicine to give their 
patients scientific medical care. 


With reference to the relationship of doctors of medicine to doctors of osteopathy, the 
House stated: “Policy should now be applied individually at state level according to 
the facts as they exist. Heretofore, this policy has been applied collectively at national 
level. The test now should be: Does the individual doctor of osteopathy practice os- 
teopathy, or does he in fact practice a method of healing founded on a scientific basis? 
If he practices osteopathy, he practices a cult system of healing and all voluntary 
professional associations with him are unethical. If he bases his practice on the same 
scientific principles as those adhered to by members of the American Medical Associa- 
tion, voluntary professional relationships with him should not be deemed unethical.” 


POLIO VACCINE: The House approved a report by the Council on Drugs on the 
present status of poliomyelitis vaccination in the United States and urged that it be 


made available to all physicians through the most effective communications media. The 
report clearly outlines procedures recommended for implementation of mass vaccina- 
tion with the new oral vaccine when it becomes available. 


The report emphasizes, however, that “physicians should encourage, support and ex- 
tend the use of Salk vaccine on the widest possible scale at least until the oral polio- 
virus vaccines currently under development and clinical trial become available.” 
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MEDICAL DISCIPLINE: In a major move designed to strengthen the profession’s 
disciplinary mechanisms, the House approved a number of recommendations of the 
Medical Disciplinary Committee. One recommendation suggests that “The bylaws of 
the American Medical Association be changed to confer original jurisdiction on the 


Association to suspend or revoke the AMA membership of a physician guilty of a vio- 
lation of the Principles of Medical Ethics or the ethical policy of the American Med- 
ical Association regardless of whether action has been taken against him at local level.” 
State and county medical societies were urged to utilize grievance committees as “grand 
juries” to initiate action against an offender so as tc obviate the necessity of making an 
individual member of a medical society complain against a fellow member. ' 


It was finally recommended that “American medicine at the national, state and local 
level maintain an active, aggressive and continuing interest in medical disciplinary mat- 
ters so that, by a demonstration of good faith, medicine will be permitted to continue 
to discipline its own members when necessary.” 


GENERAL PRACTICE RESIDENCIES: Eight resolutions were introduced on the 


subject of creating new two-year residency training programs in general practice. The 


House agreed that there appears to be a need for such programs for those individuals 
who desire more experience in obstetrics and surgery than may be available in the cur- 
rently existing Family Practice Program. It approved a substitute resolution direct- 
ing the Council on Medical Education and Hospitals to consider for approval other 
two-year programs in general practice which incorporate experience in obstetrics and 
surgery. The Council will review these programs on the basis of their individual merits 
and conduct a long-range evaluation of the new programs as well as the previously es- 
tablished Family Practice Programs. 


EFFICACY OF DRUGS: The House strongly endorsed a Board report which pointed 
out the problems that would result from amending the Food, Drug and Cosmetic Act 
to authorize the Food and Drug Administration to determine the efficacy, as well as 


the safety, of a prescription drug prior to the approval of a new drug application. 
The A.M.A. will oppose such legislation before the Kefauver Committee, the report 
pointed out, on the basis that “a decision with respect to the effectiveness of drugs is 
dependent upon extended research, experimentation and usage.” 


SOCIAL SECURITY: The House reaffirmed the opposition of AMA to compulsory 
inclusion of physicians under the Social Security system. 
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Society Activities... 


American Medical Association. 


At the annual meeting of this Association 
in New York City, June 25-30, Dr. Leonard 
W. Larson, Bismarck, North Dakota, was 
installed as president, succeeding Dr. E. 
Vincent Askey, Los Angeles. Dr. George 
M. Fister, Ogden, Utah, was named presi- 
dent-elect; Dr. Eustace A. Allen, Atlanta, 
Georgia, vice-president; Dr. Norman A. 
Welch, Boston, re-elected speaker of the 
House and Dr. Milford O. Rouse, Dallas, 
re-elected vice-speaker. 

The 1961 Distinguished Service Award 
was presented to Dr. Walter H. Judd, Min- 
neapolis, physician and member of Congress, 
for his contributions as a medical mission- 
ary, humanitarian and statesman devoted to 
world peace. 

Total registration through Thursday, 
with half a day of the meeting still remain- 
ing, reached 56,315, including 22,681 phy- 
sicians. 


Alexandria Medical Society. 


The members of this Society and lawyers 
of the Alexandria Bar Association held a 


Nens.... 


New Members. 


Since the list published in the July issue, 
the following new members have been re- 
ceived into membership in The Medical 
Society of Virginia: 


Richard Harrod Blank, M.D., 
Charlottesville 


Robert Richardson Bowen, M.D., 
Lynchburg 


Albert Maxey Dickson, M.D., Norfolk 
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joint dinner meeting in April. Congressman 
Joel T. Broyhill was the speaker for the 
occasion. He expressed strong opposition to 
the Administration’s proposed plan under 
Social Security for medical care for the aged. 


Roanoke Academy of Medicine Founda- 
tion. 


The Roanoke Academy of Medicine has 
established the Roanoke Academy of Med- 
ical Foundation to sponsor and encourage 
the advancement of the science of medicine, 
and to establish and maintain a medical 
library for the benefit and service of its 
members and other physicians practicing in 
southwest Virginia. 

The Foundation is chartered to permit 
reception of Federal Income Tax-deductible 
gifts, and a Memorial Program is now func- 
tioning. 

Officers are Dr. Alexander McCausland, 
president; Dr. John A. Martin, secretary; 
and Dr. Harry B. Stone, Jr., treasurer. 


Ulysses Soriano Gonzalez, M.D., Norton 

Roger C. Grady, M.D., Roanoke 

Robert Arnold Hamrick, M.D., 
Kecoughtan 

Arthur John Kennel, M.D., Stuart 

Richard Mimms Lee, M.D., Ashland 

James Richard McArton, M.D., 
Fredericksburg 

Robert F. Selden, Jr., M.D., 
Charlottesville 

Emilio Tizon Valasquez, Jr., M.D., 
Dumfries 
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1961 Annual Meeting Scientific Pro- 
gram. 


The scientific program of the 1961 An- 
nual Meeting, which will be held at Rich- 
mond’s Hotel John Marshall from October 
8-10, has been arranged with an eye toward 
presenting a series of papers and symposiums 
of interest and value to every physician— 
regardless of specialty or type of practice. 
This was not an easy task, since the time and 
space factors make it impossible for the 
Program Committee to use a great many 
of the excellent papers submitted by mem- 
bers. 

The Annual Meeting will present some- 
thing of a “new look” this year, with the 
usual Wednesday morning session being 
eliminated, and all exhibits being open on 
Sunday afternoon from 2:00 to 5:00 P.M. 
This has resulted in a carefully planned 
scientific program featuring outstanding 
guest speakers from over the country. 

Special guests will include Dr. Leonard 
Larson, President of the American Medical 
Association, Bismarck, North Dakota; Dr. 
Ernest B. Howard, Assistant Executive Vice 
President of AMA, Chicago; Dr. Walter S. 
Wiggins, Secretary, Council on Medical Ed- 
ucation and Hospitals, American Medical 
Association, Chicago; Dr. Walter Barton, 
President of the American Psychiatric Asso- 
ciation, Boston, Dr. Henry T. Bahnson, Bal- 
timore, and Dr. Sol Katz, Washington, D. C. 

An outstanding feature will be back-to- 
back papers by Dr. David M. Hume, Pro- 
fessor of Surgery, Medical College of Vir- 
ginia, and Dr. William H. Muller, Professor 
of Surgery, University of Virginia School 
of Medicine. Dr. Hume will discuss “Hy- 
pertensive Diseases Amenable to Surgery” 
and Dr. Muller will talk on “Aortic Valve 
Replacement”. 

Of particular interest will be a “by re- 
quest” symposium on “Occlusive Diseases of 
the Extra and Intra Cranial Arteries as a 
Cause of Strokes”. 


Although the complete program will be 
published in the September issue of the Vir- 
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ginia Medical Monthly, the following partial 
list of participants and their subjects is 
presented as an indication of what is in 
store: 


Richard Egdahl, M.D., Richmond—‘“Sur- 
gical Therapy in Chronic Pancreatitis”. 

Yale Zimberg, M.D., Richmond—“Diag- 
nosis and Management of Peri-Ampul- 
lary Neoplasms”. 

William T. Tucker, M.D., Richmond— 
“Long Term Clinical and Lip Study of 
Mer/29 (Triparanol) ”. 

Charles E. Horton, M.D., Norfolk— 
“Cancer of the Lip”. 

Arnold Salzberg, M.D., Richmond—“In- 
tussusception—Diagnosis and Treat- 
ment in Infants and Children”’. 

Julian Beckwith, M.D., Charlottesville— 
“Digitalis”. 

Charles W. Byrd, M.D., Richmond— 
“Diagnosis of the Acute Abdomen”’. 
Spotswood Robins, M.D., Richmond— 

“Office Gynecology”. 

Saul Kay, M.D., Richmond—“The Gen- 
eral Use of the Papanicalaou Tech- 
nique”. 

McLemore Birdsong, M.D., Charlottes- 
ville—‘Cat Scratch Disease”. 


Dr. Ackart Resigns. 


Dr. Richard J. Ackart, Executive Direc- 
tor of the Richmond Blue Cross-Blue Shield 
since 1953, has resigned to become director 
of professional services for the American 
Hospital Association in Chicago, effective 
September Ist. He will also be secretary of 
the AHA Council on Professional Services. 

While executive director of the Rich- 
mond plan, membership has increased 28 
per cent to 829,377, member hospitals have 
increased from 38 to 43 and Blue Shield 
participating physicians have increased from 
800 to 1,600. The Richmond plan covers 
most of eastern Virginia. 


Virginia State Board of Medical Exam- 


iners. 


At the meeting of the Board held in June, 
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Dr. John C. Watson, Alexandria, was re- 
elected president; Dr. Snowden C. Hall, 
Danville, re-elected vice-president; and Dr. 
R. M. Cox, Portsmouth, continues as secre- 
tary-treasurer. 


A total of 311 medical graduates and for- 
eign doctors took examinations at this meet- 
ing. This is the largest number ever to take 
the examinations. 


Health Official Retires. 


Dr. L. L. Shamburger, Richmond, has re- 
tired as director of specialized medical serv- 
ices of the State Health Department. He 
has been with the Department since 1936. 


Dr. James J. Dunne has been appointed 
to succeed Dr. Shamburger as head of the 
Bureau of Maternal and Child Health and 
the section on Nutrition. Other bureaus 
and sections formerly headed by Dr. Sham- 
burger will come temporarily under the 
direction of Dr. Mack I. Shanholtz, Com- 


missioner. 


Dr. Haag’s Portrait Presented. 


At the close of the Scientific Assembly of 
the Medical College of Virginia on June 2nd, 
a portrait of Dr. Harvey B. Haag, professor 
of pharmacology, was presented to the Col- 
lege. This was presented on behalf of col- 
leagues and former students of Dr. Haag. 


The portrait was painted by W. C. Brown- 
son. 


Dr. Outland Retires. 


Dr. Charles L. Outland, director of the 
Richmond City schools’ medical department 
for twenty-nine years, has retired. He is a 
graduate of the Medical College of Virginia 
and was one of the first students to attend 
the Johns Hopkins School of Public Health. 
Dr. Outland came to Richmond in 1926 as 
a city health department official. In 1955, 
he went to Iraq for three months as a school 
health consultant. 
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Dr. Ray A. Moore, Jr., 


Farmville, has been appointed to the 
Prince Edward County School Board. He 
is a graduate of the Medical College of Vir- 
ginia. 


Appointed to Board of Medical College. 


Governor Almond has appointed Dr. 
Richard A. Michaux, Richmond, to the 
Board of Visitors of the Medical College of 
Virginia. 


Urology Award. 


The American Urological Association 
offers an annual award of $1000 (first prize 
of $500, second $300 and third $200) for 
essays on the result of some clinical or lab- 
oratory research in urology. Competition 
is limited to urologists who have been grad- 
uated not more than ten years and to hos- 
pital internes and residents doing clinical or 
laboratory research work in urology. 

For full particulars, write the Executive 
Secretary, William P. Didusch, 1120 North 
Charles Street, Baltimore 1, Maryland. Es- 
says must be in his hands before November 
15, 1961. 


Johnston-Willis to Enlarge. 


Johnston-Willis Hospital, Richmond, has 
started construction of a new seven-story 
addition which will furnish 40 additional 
beds in air-conditioned rooms with private 
baths. The ground floor will contain a new 
waiting room for patients and an enlarged 
out-patient department, as well as an audi- 
torium seating 100 persons. X-ray facilities 
will be quadrupled and operating rooms and 
some other facilities in the present building 
will be further modernized. With the new 
rooms, the hospital will have a 280-bed ca- 
pacity. 


Wanted. 


Obstetrical-gynecological associate, group 
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practice. Two man obstetrical-gynecologi- 
cal service in southwest Virginia. Very pro- 
gressive financial scale. Boards not required. 
Write #10, care Virginia Medical Monthly, 
4205 Dover Road, Richmond 21, Virginia. 
(Adv.) 


Obituaries... . 


Dr. Joseph Dunn Osborne, 


Prominent physician of Petersburg, died 
June 20th. He was eighty-seven years of 
age and received his medical degree from 
the University of Virginia in 1895. Dr. 
Osborne had practiced for more than fifty 
years in Petersburg. He was a member of 
The Medical Society of Virginia, having 
joined in 1904. 

Two sisters survive him. 


Dr. Paul Vernon Anderson, 


Co-Founder of Westbrook Sanatorium, 
Richmond, died July 3rd, at the age of 
eighty-six. He was a native of North Caro- 
lina and graduated from the University of 
Virginia School of Medicine in 1904. Dr. 
Anderson and the late Dr. J. K. Hall 
founded Westbrook Sanatorium in 1911. He 
had served as associate professor in neu- 
rology and psychiatry at the Medical Col- 
lege of Virginia and the University of Vir- 
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Wanted. 


Cardiologist or Internist, Board Eligible, 
on staff of a fifty-bed hospital. Immediately. 

Apply to the Lebanon General Hospital, 
Inc., Dr. W. C. Elliott, Chief of Staff, Leb- 
anon, Virginia. (Adv.) 


ginia from 1915 to 1937. Dr. Anderson was 
a member of Phi Beta Kappa and Phi Chi 
honorary fraternities and the Kappa Sigma 
social fraternity. He served as captain in 
the Medical Corps during World War I. 
Dr. Anderson had been a member of The 
Medical Society of Virginia for fifty years. 


Dr. William Christopher Williams, 


Hillsville, died March 22nd at the age of 
seventy-three. He received his medical de- 
gree from the University of Maryland in 
1917. Dr. Williams was a member of The 
Medical Society of Virginia, having joined 
in 1944, 

A daughter survives him. ~ 


Mr. Charles E. Lively, 


Executive Secretary of the West Virginia 
State Medical Association, died June 12th. 
He had served as Executive Secretary for 
almost twenty years. 
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The Weeders, Van Gogh, Bernard Koehler Collection, Berlin 


Essential in moving external masses, but potentially dangerous in moving the 
bowels, since vascular accidents may be precipitated in heart patients by 
excessive straining at stool. For cardiac patients with constipation, Metamucil 
adds a soft, bland bulk to the bowel contents to stimulate normal peristalsis 
and also to hold water within stools to keep them soft and easy to pass. Thus 
Metamucil, with an adequate water intake, induces natural elimination with a 
minimum of straining. Metamucil also promotes regularity through ‘“‘smooth- 
age”’ in all types of constipation. 


brand of psyllium hydrophilic mucilloid 


Metamucil 


Available as Metamucil powder or as the new lemon-flavored Instant Mix Metamucil 


SEARLE 
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ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Medicine Bronchoscopy 
HUNTER H. MeGUIRE, M.D. General Surgery GEORGE AUSTIN WELCHONS, M.D 
ARGARET N » M.D. WEBSTER P. BARNES, M.D. 
JOHN H. REED, JR., Radiology 
WM. H. , JR., M.D. JOHN ROBERT MASSTE. JR. M.D. 
JOHN B. CATLETT, M.D. JOSEPH W. COxXE Hi aD HENRY S. SPENCER, M.D. 


ROBERT W. BEDINGER, M.D. STUART J. EISENBERG, M.D. 


Orthopedic Surgery 


Dental Surgery Pathology 


JAMES T. TUCKER, M.D. JOHN BELL WILLIAMS, D.D.S. J. H. SCHERER, M.D. 
BEVERLEY B. CLARY, M.D. JOHN L. THORNTON, M.D. 
EARNEST B. CARPENTER, M.D. Urol 
JAMES B. DALTON, JR., M.D. rology Anesthesiology 
CHAS. M. NELSON, M.D. HETH OWEN, JR., 
Neurology AUSTIN I. DODSON, JR., M.D. WILLIAM B. MONCURE, M.D. 


RAYMOND A. ADAMS, M.D. BEVERLY JONES, M.D 


Treasurer: RICHARD J. JONES, BS., C.P.A. 
ALL ROOMS AIR CONDITIONED 
Free Parking for Patrons 


Westbrook 


Sanatorium 
RICHMOND, VIRGINIA 


hospital employing modern 
diagnostic and treatment procedures—electro shock, 


A 


— insulin, psychotherapy, occupational and recrea- 
a tional therapy—for nervous and mental disorders 
THOMAS F. COATES, JR., M.D. er 
Assistant Medical Director and problems of addiction. 
JAMES M.D, 
R. H. CRYTZER Brochure of Literature and Views Sent On Request 
Administrator P. O. Box 1514 Phone EL 9-5701 
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Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 
STAFF 


Dr. Elbyrne G. Gill 
Dr. Houston L. Bell 
Dr. Ronald B. Harris 


RESIDENT STAFF 


Dr. D. H. Williams 
Dr. Scott W. Little 
Dr. S. A. Milewski 


Lewis M. Simpson 
(Business Manager) 


Bobbie Boyd Lubker, M.A. 
(Speech Therapist) 


A Modern Fireproof Hospital, Specially Designed 
and Equipped for the Medical and Surgical Care of 
Ophthalmology, Otolaryngology, Facio-Maxillary 
Surgery, Rhinoplastic Surgery, Bronchoscopy and 
Esophagoscopy. 


Complete Laboratory and X-Ray Equipment. 
Physicians and Graduate Nurses in Constant 
Attendance. 


The Hospital offers a three year residency in Ophthalmology to a graduate of an approved medical school, 
who has an internship of at least one year in an approved school. 


For further information, address: 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 


e Understanding Care e 


Your Patients Get the Skilled Care They Deserve 


Health Approved —Intermediate Care— Inspection Invited 


AGED e TERMINAL CASES e CHRONICALLY ILL 


Round the Clock Skilled Care Dial 67 Simmons Hospital Bed Capacity 
Highest Ethical Operating Standards Automatic Litter-Size Elevator 


e@ R.N. Supervision and M.C.V. Extern Miiton 3-271] Rates Start From $60 Weekly 

@ Trained Dietitian @ Male Orderlies Private and Multiple Rooms—toilets 


TERRACE HILL NURSING HOME 71:2 Monteiro Ave. 


Richmond 22, Va. 


@ Sprinkler and “Atmo’’ System Equipped ¢ 
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Inc. 


Guy W. Horsey, M.D. 
General Surgery and Gynecology 


James T. GIANou.ts, M.D. 


J. SHELTON Horsey, III, M.D. 
General Surgery and Gynecology 


ST. HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Austin I. Dopson, Jr., M.D. 


General Surgery and Gynecology J. Epwarp Hut, M.D. 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, Administraior 


Douctas G. CHAPMAN, M.D. 
Urology Internal Medicine 


ELMER S. ROBERTSON, 
Internal Medicine 


W. Smirtn, Jr., M.D. 
Internal Medicine 


Urology 


Medicine: 
MAnrrepD CALL, III, M.D. 
M. Morris Pinckney, M.D. 


Joun D. Catt, M.D. 


Frank M. Banton, M.D. 
Joun W. Powett, M.D. 
Obstetrics and Gynecology: 
Wa. Durwoop Succs, M.D. 
Spotswoop Rogins, M.D. 
Davin C. Forrest, M.D. 
Joseru C. Parker, M.D. 
Orthopedics: 
Bevercey B. Crary, M.D. 
James B. Datton, Jr., M.D. 
Pediatrics: 
Cuartes P. Mancum, M.D. 
Epwarp G. Davis, Jr., M.D. 
Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 
J. Warren MontacueE, M.D. 
Anesthesiology: 
B. Moncure, M.D. 
HetH Owen, Jr., M.D. 


STUART CIRCLE HOSPITAL 


413-21 Sruart CIRCLE 
RICHMOND, VIRGINIA 


ALEXANDER G. Brown, III, M.D. 


B. BLantTon, Jr, M.D. 


Surgery: 
A. STEPHENS GRAHAM, M.D. 
Cuartes R. Rosrns, Jr., M.D. 
CARRINGTON WILLIAMS, M.D. 
Ricwarp A. MicHavux, M.D. 
CARRINGTON WILLIAMS, JR., M.D. 
ARMISTEAD M. WILLIAMs, M.D. 


Urological Surgery: 


FRANK Pote, M.D. 
J. Epwarp Hit, M.D. 


Oral Surgery: 

Guy R. Harrison, D.D.S. 
Plastic Surgery: 

Hunter S. Jackson, M.D. 


Roentgenology and Radiology: 
Frep M. Honces, M.D. 
L. O. Sneap, M.D. 
Hunter B. FriscHKorn, Jr., M.D. 
C. Barr, M.D. 
Irvin W. Cavepo, Jr., M.D. 
Pathology: 
James B. Roserts, M.D. 


Director: 
Cuartes C, Hovcu 
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JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


Riverside 
Convalescent Home 


Sophia & Fauquier Sts. 
Fredericksburg, Virginia 


For convalescent, aged, chronically ill, 
Provides healthful 


rest, excellent nursing care in cheerful, 


and retired persons. 


comfortable surroundings. Air-condition- 
ed, fire-safe building. Accommodations 
Medical 
Inspection Invited. Write, or telephone 
Essex 3-3434. 


for eighty-eight. Supervision. 


Rates: 
$45.00 to $75.00 per week 


Every Virginia Doctor Should 
Have These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 
By WynbHAM B. BLAnTon, M.D. 


Published under the Auspices of 
The Medical Society of Virginia 


Reduced price to members of The 
Medical Society of Virginia 
18th Century—$2.00 
19th Century—$2.00 


Order through 


The Medical Society of Virginia 
4205 Dover Road 
Richmond 21, Virginia 


RICHMOND 
EYE HOSPITAL 
RICHMOND 
EAR, NOSE AND 
THROAT HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital spe- 
cially constructed for the treatment of Eye, 
Ear, Nose and Throat Diseases, including 
Laryngeal Surgery, Bronchoscopy and Plastic 
Surgery of the Nose. 


Professional care offered a limited number 
of charity patients. 


Address: 
JULIA WAGNER WATERS, R.N., Administrator 
408 North 12th Street 
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Saint Albans Psychiatric Hospital 
RADFORD, VIRGINIA 


announces the opening of HILLSIDE, a new medical psychiatric 
facility for the resident care of selected male and female patients. 
HILLSIDE is a modern one-story structure with private and semi- 
private accommodations for twenty-four patients. The building 
is located on the grounds adjacent to the main hospital building 
with ample out-of-doors space. It is protected by an automatic fire 
sprinkler system. Medical, psychiatric and nursing services are 
provided by the hospital staff. A well-rounded recreational and 
occupational therapy program helps fill the “long hours” with 
individual and group activities. 


For rates and additional information, address: 


James P. King, M.D., Director, 
Saint Albans Psychiatric Hospital, 
Box 1172, Radford, Virginia 
Telephone—NeEptune 9-2483 


Appalachian Hall © asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 
Ray GriFFIN, JR., M.D. Mark A. GriFFIN, SR., M.D. 

Ropert A. GRIFFIN, JR., M.D. Mark A. GriFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, AsHEVILLE, N. C. 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors firid the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


{t is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a;compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia— Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ge. 
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TUCKER HOSPITAL Inc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. JAMES ASA SHIELD 
Dr. GEORGE S. FULTZ 


Dr. WEIR M. TUCKER 
Dr. AMELIA G. Woop 


Third Decade of Nursing 


MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 
Fire Protection by Grinnell Sprinkler System 
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COMPOSITION: Each Belbarb 
tablet or fluidram Elixir con 
tains phenobarbital % gr., 


2 same as Belbarb except 
phenobarbital for more 
sedative action 


HOW SUPPLIED: Tabiets: 


Bottle of 100, 500 and 1000. Elix- 


ir: Pint and gallon bottles. 


EMOTOGENIC 


be[barb soothes 


the agitated mind and 
calms 6-1 spasms 


| synergistic action 
of fixed proportions 
of natural belladonna 
| alkaloids on the 
6-1 tract. 


Sedative—Antispasmodic 
20 years of clinical wus 


CHARLES C. 
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Component and Other Medical Societies in Virginia 


(Officers and Others are Requested to Notify the Monthly of Changes) 


SOCIETY PRESIDENT SECRETARY TIME OF MEETING 
Accomack County D. F. Fletcher, Jr., Horsey.._.__ J. C. Doughty, Onancock 
Albemarle County . M. Alrich, Charlottesville....W. C. McLean, Charlottesville 
----F. P. Titus, Alexandria Mrs. R. G. Loomis, Alexandria 
R. P. Hawkins, Jr., 
Clifton Forge George N. Chucker, Clifton Forge._Bi-Monthly 
Amherst-Nelson Counties Inactive 
Arlington County H. G. Barnes, Arlington 
Augusta County Beverly Loesch, Waynesboro 
Bedford County E. T. Jennings, Bedford O. B. Darden, Jr., Bedford 
Botetourt County ..-...------.- M. S. Stinnett, Buchanan E. L. Coffey, Buchanan 
Buchanan-Dickenson Counties -.Robert Baxter, J. S. Richardson, Grundy 
Charlotte County Stuart Wilson Tuggle, Keysville. Thomas Watkins, Drakes Branch--- 
Culpeper County ---.--------..) J. B. Jones, Culpeper G. F. Henson, Culpeper 
Danville-Pittsylvania ..--.-..-. J. D. Beale, Jr., Danville R. T. McCauley, Danville 
Fairfax County Peter Soyster, Falls Church....Mrs. J. T. Peirano, Falls Church_--Monthly 
Fauquier County .......----- __E. H. Ashby, Jr., Remington_._.James L. Dellinger, Warrenton Monthly 
J. C. Rutrough, F. C. Bedsaul, Floyd 
Fourth District Clyde Vick, Jr., Petersburg----- J. D. Mason, Jr., Petersburg Quarterly 
L. F. Moss, Fredericksburg_____J. E. Grimes, Fredericksburg Quarterly 
J. H. Frierson, Halifax F. J. Dillard, South Boston 
Hampton Phillip Murray, Hampton F. D. Robinson, Phoebus----------- 5 times a year 
County. J. D. Hamner, Jr., Ashland__._Claude K. Kelly, Mechanicsville---- 
SS EE ee C. H. Dougherty, Hopewell W. P. Youngblood, Hopewell Monthly 
James River Margaret Pennington, 
Buckingham J. H. Yeatman, Fork Union Quarterly 
Te OEE B. H. Owens, Rose Hill H. A. Kinser, Pennington Gap Quarterly 
Loudoun County --S. S. Morrison, J. W. Gibson, Middleburg 
Louisa County Griffith Daniel, Louisa 
L. F. Somers, Lynchburg 
Medical Society of Virginia_...G. W. Horsley, Richmond R. I. Howard, Richmond Oct. 8-10, Richmond 
NEE ai rctnnniose S. N. Ransone, Mathews M. H. Harris, West Point Quarterly 
Newpest News J. W. Massey, Jr., 
Newport News A. C. Stanton, Newport News-_----- Monthly except June & July 
Norfolk County Mason Andrews, Norfolk Meyer Krischer, Norfolk -.-------- Monthly 
Northampton County W. S. Burton, Nassawadox___.-Cecil Sinclair, Nassawadox Monthly 
C. L. Booker, Lottsburg . T. Griffith, Mt. Holy 
Northern Virginia Dennis McCarty, Front Royal__._Don McNeill, Front Royal 
Orange County H. C. MeCoy, Gordonsville_____.R. S. LeGarde, Orange Monthly 
Patrick-Henry Counties P. Sherman, Martinsville....C. B. Marshall, Martinsville Quarterly 
L. E. Mayo, Jr., Portsmouth___.L. L. Davis, Jr., except July & August 
Princess Anne County__......- C. W. DeWalt, Jr., Va. Beach__A. B. Frazier, Virginia Beach_-_._.Monthly 
Prince William County Alvin Connor, Manassas.__._._.__.M. L. Nafsinger, Woodbridge Indefinite 
E. L. Kendig, Jr., Richmond__._Miss F. M. Campbell, 
H. H. Trout, Jr., Roanoke__._.W. S. Johnson, Roanoke Monthly 
John Yaeger, Lexington K. J, Fox, Pairfield 
Rockingham County __----_.-- M. E. Myers, Harrisonburg----_- C. E. Craun, Harrisonburg Quarterly 
Russel] County - Gillespie, Lebanon . A. Davis, Dante oan 
Scott County /. L. Griggs, Jr., Gate City____G. C. Honeycutt, Jr., Gate City__~-- 
Smyth Dounty C. O. Finne, G. Thompson, Marion Quarterly 
Southwestern Virginia Tom Green, Bristol_- Semi-annually 
Tazewell County . E. Bowers, Richlands---___- _James Peery, Richlands--_-_--------- Bi-monthly 
Tri-County W. H. Rogers, Suffolk Quarterly 
Va. 
Am. Col. Chest Phys._______-_.._G. C. Pearson, Blue Ridge C. C. Smith, Catawba 
Va. Sec. Amer. Col. Phys._._.-- J. M. Moss, Alexandria_._.._.. William H. Harris, Jr., Richmond..Twice a year 
Va. Diabetes Assoc R. K. Maddock, Norfolk--..__-- L. B. Sheppard, Richmond_---_....Twice a year 
BOC. P. Brock D. Jones, Jr., Norfolk Twice a year 
. Orthopedic Soc E. B. Carpenter, Richmond 
J. T. Walke, C. C. Powel, Jr., Harrisonburg 
- Peninsula Acad. Medicine__.G. S. Grier, III, Newport News_.T. W. Sale, Hampton 
. Neuropsychiatric Soc -R. H. Thrasher, Norfolk E. W. Gamble, II, Radford 
Radiological Soc........-..! John Mapp, Nassawadox.-_-_--_-- P. G. Dillard, Jr., Lynchburg Twice a year 
. Soc. Anesthesiology Campbell Harris, Jr., Richmond__..Semi-annually 
. Soc. Internal Med R. B. Grinnan, Jr., Norfolk__..W. A. Read, Newport News_-__-.._.Twice a year 
. Soc. of O. L. & O. -Edgar Childrey, Jr., Richmond_M. K. Humphries, Jr., 
Charlottesville Twice a year 


Va. Soc. of Pathology Quarterly 


Va. Soc. Plastic & Reconstr. 
C. C. Coleman, Jr., 
Charlottesville Leroy Smith, Richmond 
Va. Surgical Soc R. L. Payne, Jr., Norfolk Carrington Williams, Jr., Richmond_Yearly in Spring 
Va. Urological Soc. _Ralph Landes, Danville_____.-..' G. W. Link, Petersburg 
Washington County Harry Hayter, Abingdon_____-_- J.C, Plaeak, Abingdon 
Williamsburg-James City ......R. E. DeBord, Williamsburg__._G. J. Oliver, Williamsburg 
Wise County D. Nelson, Norton 


Wythe-Bland Counties Quarterly 
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In response to 
innumerable requests 
from dermatologists 


Winthrop Laboratories 
now makes available 


FOR LUPUS ERYTHEMATOSUS AND 
LIGHT-SENSITIVITY ERUPTIONS 


WHAT IT IS: 


A combination of Atabrine® hydrochloride 
25 mg., Aralen® phosphate 65 mg. and 
Plaquenil® sulfate 50 mg. 


WHAT IT’S FOR: 


Treatment of lupus erythematosus (chronic 
discoid type) and polymorphic light eruptions 
(light-sensitivity eruptions, solar urticaria 

or dermatitis). 


HOW IT ACTS; 


Each of the three components produces 

beneficial response in lupus erythematosus 

and light-sensitivity eruptions. Since the dose 

of each of the Triquin components is very 

low, overall toxicity is reduced and clinical 

tolerance improved. Furthermore, the DOSAGE: 

three components appear to act Lupus. Average initial adult dose, 1 or 2 

synergistically. tablets after meals and at bedtime. Dosage 
should be reduced gradually at two week 
intervals to 1 or 2 daily. 


HOW SUPPLIED: Light-Sensitivity Eruptions. Average initial 
Triquin tablets in bottles of 100, sold on adult dose, 1 tablet after breakfast and 
prescription only. lunch. May be reduced after several weeks to 


maintenance dosage of 1 tablet daily. 
Write for TRIQUIN booklet. 


Triquin, Atabrine (brand of pry Aralen of chloro- LABORATORIES New York 18, N. Y. 
quine), and Plaquenil (brand of h ) 
reg. U.S. Pat. Off. 
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Sign up and you’re 
saving. You can put any 
size “‘installment’’ you 
want into Savings Bonds 
on the Payroll Savings 
Plan — even 63¢ a day. In 
40 months this amount 
adds up to $750 saved 
and $250 earned at ma- 
turity. 


How to get paid 
334% interest for buying 
on the installment plan 


Ever hear of a payment plan that months, and the Government pays 


has no interest or carrying charges, 
and pays you 331s¢ for every $1 
installment you make? There is one, 
you know —the Payroll Savings Plan 
for U.S. Savings Bonds. Your pay- 
roll clerk will set aside any size in- 
stallment you wish (as little as $1.25 
a week) and as the money accumu- 
lates, buy your Ponds. You can cash 
them with interest anytime you need 
them. But hold them for 7 years, 9 


you at the rate of 334% a year, com- 
pounded every 6 months—$4 guar- 
anteed for every $3 you invested! 


The beauty of Savings Bonds 


« You now earn 334% to maturity, 
144% more than ever before * You in- 
vest without risk « Your Bonds are re- 
placed free if lost or stolen « You save 
more than money —you buy shares in a 
stronger America. 


ty, 


Sonn 
You save more than money with U.S. Savings Bonds = 


This advertising is donated by The Advertising Council and this magazine. 
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Ground Floor 


Lynchburg, Virginia 


A. G. JEFFERSON 


For the 


Discriminating 
Eye Physician 


Depend on the Services of a 
Guild Optician 


Allied Arts Bldg. 


Exclusively Optical 


in very special cases 
a very superior brandy... 
specify 


84 Proof | Schieffelin & Co., New York 
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HENNESSY 


COGNAC BRANDY 


~ Tamers 

SULFATE 


significance = 
to the 
physician > 


is the symbol = 


When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is atkaloidaily 
standardized, and therefore of 
unvarying activity and quality. 


When the physician writes “DR” 
(Davies, Rose) on his prescriptions 
for Tablets Quinidine Sulfate, he is 

assured that this “quality” tablet 

is dispensed to his patient. 


Rx Tablets Quinidine Sulfate Natural 
©.2 Gram (or 3 grains) 
Davies, Rose 


Clinical samples sent to physicians on request 


Davies, Rose & Company, Limited 
Boston 18, Mass. 
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\y Listen ... good news! 


GET BROADER PROTECTION AGAINST CLAIMS 


RESULTING FROM PRACTICE OF MEDICINE 


with St. Paul’s Professional Liability Insurance 
Approved Carrier of Medical Society of Virginia 


1. Broader Protection. A St. Paul policy assures you 


of complete “professional services” protection. 
Paul agent. 
‘2. Absence of Exclusions. All professional liability 


policies are not the same. The St. Paul policy has only 
one exclusion—Workman’s Compensation. 


3. Experienced, Sound Company. The St. Paul has 
established an enviable record of competence extending 
over more than 100 years. 


A. Effective Defense and Prevention. Close liaison 
with doctors and medical societies helps the Company to 
pinpoint areas of risk and to develop educational ma- 
terial which assists doctors in avoiding claims. 


For complete information on “broader protection” 
Professional Liability Insurance see your nearest St. 


St. Paul Fire and Marine Insurance Co. 
St. Paul Mercury Insurance Co. 


VIRGINIA OFFICE 
721 American Bidg. 
Richmond 4, Virginia 


HOME OFFICE 
385 Washington Street, 
St. Paul, Minnesota 


Trim Size: 8 x 11 inches 


No. of copies 100 200 250 500 750 
$8.30 $8.90 $9.20 $10.70 $12.20 
9.45 10.20 10.60 12.45 14.35 
19.85 21.70 22.65 27.25 31.88 
Ly eee 47.87 50.15 51.30 57.00 62.70 
77.90 82.65 85.05 96.90 108.80 
95.74 100.30 102.60 114.00 125.40 
I ete 15.20 18.65 20.40 29.00 37.45 
Envelope—blank —_- 2.80 5.60 7.00 14.00 21.00 
Envelope—printed — 7.98 11.16 12.70 20.70 28.60 


11-13-15 North 14th Street 


1000 


$13.70 $16.70 $19.70 
16.20 19.95 23.70 
36.50 45.75 55.00 
68.40 79.80 91.20 
120.65 144.40 168.15 
136.80 159.60 182.40 


46.25 73.50 80.75 
28.00 42.00 56.00 
36.60 52.50 68.40 
PRICES F.O.B. RICHMOND, VA. 


Orders must be placed before type is distributed. 


WILLIAMS PRINTING CO. 


REPRINT PRICES OF ARTICLES IN THE 
VIRGINIA MEDICAL MONTHLY 


1500 2000 


Richmond 19, Virginia 
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“Touché!” 


cope.© 1932 JAMES THURBER 


For a better way to treat headache, 
prescribe Traneoprine 


How Trancoprin relieves pain: Because most pain is accompanied by muscle spasm and tension, good medical 
practice suggests use of an analgesic that will relax skeletal muscles as well as dim pain perception. Such an analgesic 
is Trancoprin — a combination of aspirin and Trancopal®, a proved, safe, skeletal muscle relaxant and tranquilizer. 
Trancoprin can be prescribed for any pain, except pain of such severity that a narcotic is needed. 


Dosage: Adults, 2 tablets three or four times daily; children (5 to 12 years), ‘ 
1 tablet three or four times daily. Each tablet contains 300 mg. of aspirin LABORATORIES 


and 50 mg. of Trancopal (brand of chlormezanone). Bottles of 100 tablets. New York 18,N.Y. —ssvm 
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You see an improvement within a few days 
Thanks to your prompt treatment and the 
smooth action of Deprol, her depression 
is relieved and her anxiety and tension 
calmed — often in a few days. She eats 
well, sleeps well and soon returns to her 
normal activities. 


€ 
é 
a2 


calms anxiety! 


Smooth, balanced action lifts 


depression as it calms anxiety... 


rapidly and safely 


Balances the mood—no “seesaw” 
effect of amphetamine-barbiturates 
and energizers. While amphetamines 
and energizers may stimulate the patient 
—they often aggravate anxiety and 
tension. 


And although amphetamine-barbiturate 
combinations may counteract excessive 
stimulation—they often deepen depression. 


In contrast to such “seesaw” effects, 
Deprol’s smooth, balanced action lifts 
depression as it calms anxiety—both at the 
same time. 


Acts swiftly — the patient often feels 
better, sleeps better, within a few 
days. Unlike the delayed action of most 
other antidepressant drugs, which may 
take two to six weeks to bring results, 
Deprol relieves the patient quickly — often 
within a few days. Thus, the expense to 
the patient of long-term drug therapy can 
be avoided. 


Acts safely — no danger of liver 
damage. Deprol does not produce liver 
damage, hypotension, psychotic reactions 
or changes in sexual function—frequently 
reported with other antidepressant drugs. 


Bibliography (13 clinical studies, 858 patients): 1. Alexander, L. (35 patients): Chemotherapy 
of depression — Use of meprobamate combined with benactyzine (2-diethylaminoethyl benzilate) hydrochlo- 
ride. J.A.M.A. 166:1019, March 1, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients): Meprobamate 
and benuctyzine hydrochloride (Deprol) as adjunctive therapy for patients with advanced cancer. Antibiotic 
Med. & Clin. Therapy 6:648, Nov. 1959. 3. Beerman, H. M. (44 patients): The treatment of depression with 
meprobamate and benactyzine hydrochloride. Western Med. 1:10, March 1960. 4. Bell, J. L., Tauber, H., 
Santy, A. and Pulito, F. (77 patients): Treatment of depressive states in office practice. Dis. Nerv. System 
20:263, June 1959. 5. Breitner, C. (31 patients): On mental depressions. Dis. Nerv. System 20:142, (Section 
Two), May 1959. 6. Gordon, P. E. (50 patients): Deprol in the treatment of depression. Dis. Nerv. System 
21:215, April 1960. 7. Landman, M. E. (50 patients): Clinical trial of a new antidepressive agent. J. M. Soc. 
New Jersey. In press, 1960. 8. McClure, C. W., Papas, P. N., Speare, G. S., Palmer, E., Slattery, J. J., 
Konefal, S. H., Henken, B. S., Wood, C. A. and Ceresia, G. B. (128 patients): Treatment of depression — New 
technics and therapy. Am. Pract. & Digest Treat. 10:1525, Sept. 1959. 9. Pennington, V. M. (135 patients): 
Meprobamate-benactyzine (Deprol) in the treatment of chronic brain syndrome, schizophrenia and senility. 
J. Am. Geriatrics Soc. 7:656, Aug. 1959. 10. Rickels, K. and Ewing, J. H. (35 patients): Deprol in depressive 
conditions. Dis. Nerv. System 20:364, (Section One), Aug. 1959. 11. Ruchwarger, A. (87 patients): Use of 
Deprol (meprobamate combined with benactyzine hydrochloride) in the office treatment of depression. 
M. Ann. District of Columbia 28:438, Aug. 1959. 12. Settel, E. (52 patients): Treatment of depression in the 
elderly with o meprobamate-benactyzine hydrochloride combination. Antibiotic Med. & Clin. Therapy 7:28, 
Jan. 1960. 13. Splitter, S. R. (84 patients): Treatment of the anxious patient in general practice. J. Clin. & 


Exper. Psychopath. In press, April-June 1960. 


Dosage: Usual starting dose is 1 tablet q.i.d. When 
necessary, this dose may be gradually increased up to 


3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write 


for literature and samples. 


Wy WALLACE LABORATORIES / Cranbury, N. J. 
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Antivert stops vertigo 


moderate to complete 
relief of symptoms 
in 9 out of 10 patients’ 


Prescribe one ANTIVERT tablet (or 1-2 teaspoonfuls ANTIVERT syrup) 3 times daily, before 
each meal, for prompt relief of vertigo, Meniere’s syndrome and allied disorders. Side effects 
are short-lived, usually only harmless flushing and tingling associated with vasodilation. As 
with all vasodilators, ANTIVERT is contraindicated in severe hypotension and hemorrhage. 


Supplied: Small blue-and-white scored tablets (meclizine HCI 12.5 mg. and nicotinic acid 
50 mg.) in bottles of 100. Syrup (each 5 cc. teaspoonful contains meclizine HC! 6.25 mg. and 
nicotinic acid 25 mg.) in pint bottles. Prescription only. Bibliography available on request. 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959, 


And for your aging patients— 
NEOBON® Capsules 
five-factor geriatric supplement 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 
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all age groups 


to soothe, protect, 
lubricate, and stimulate healing in 


rash e chafing « irritations 
lacerations e ulcerations burns 


DESITIN OINTMENT... 
the pioneer external cod liver oil therapy for 
care of the skin in every member of the family 


DESITIN CHEMICAL COMPANY 
812 Branch Avenue, Providence 4, R: 1. 


Request samples from... 
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CAPSULES 


BRINGS DOWN 
HOLDS DOWN high cholesterol levels—today’s 


Each LUFA capsule provides: 


Unsaturated Fatty Acids** 378 mg. 
Pyridoxine HCI(B,) 2mg. 
Pale Choline Bitartrate 233 mg. 
di, Methionine 110 mg. 

Inositol 40 mg. 

Desiccated Liver 87 mg. 

Vitamin B,, 1 mcg. 
Vitamin E (dl,alpha-tocopheryl acetate) 3.5 


**from specially refined safflower seed oil.. 
Provides approximately 294 mg. of linoleic acid. 
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every patient with 
hypercholesterolemia 
obesity 

diabetes 

angina pectoris 
post-coronary infarction 


deserves the benefit potentials of 
SAFE - SIMPLE - ECONOMICAL a 


1. LUFA’s unsaturated fatty acids offset the atherogenic 
effects of dietary saturated (animal) fatty acids.* 


2. LUFA helps improve metabclism of cholesterol, 


lipoproteins and other lipids by promoting normal 
liver function. 


major concept in control of Atherosclerosis 


dosage: Therapeutic, 6 to 9 capsules daily, in divided 
doses. Maintenance, one capsule b.i.d. or t.i.d. 


supplied: Bottles of 100, 500 and 1000 capsules. 


*Special anti-atherogenic diet sheets for patient distribu- 
tion and LUFA samples and literature on request. 


u. s. Vitamin « pharmaceutical corporation 
Arlington-Funk Laboratories, division 
250 East 43rd Street, New York 17, N. Y. 


| above: normal arterial lumen 
below: extensive narrowing due to cholesterol 
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L | nsibility to the public 
we. serve is the accurate dispensing of 
modern drugs to the physicians’ exact 
specifications. Fresh, potent ingredients 
are always used... and each step is 
checked for accuracy. At Peoples, you are 
assured professional service .. . 

the 


PEOPLES SERVICE DRUG 


VirGINIA MeEepicaL MONTHLY 
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PAPAIN 
IS THE 
KEY 


to complete, thorough 
vaginal cleansing 


mucolytic, acidifying, 
physiologic vaginal douche 


The papain content of Meta Cine is the key 
reason why it effects such complete cleansing of 
the vaginal vault. Papain is a natural digestant, 
and is capable of rendering soluble from 200- 
300 times its weight of coagulated egg albumin. 
In the vagina, papain serves to dissolve mucus 
plugs and coagulum. 


Meta Cine also contains lactose—to promote 
growth of desirable Doderlein bacilli—and 
methyl salicylate, eucalyptol, menthol and 
chlorothymol, to stimulate both circulation and 
normal protective vaginal secretions. Meta 
Cine’s pleasant, deodorizing, non-medicinal fra- 
grance will meet your patients’ esthetic demands. 


Supplied in 4 oz. and 8 oz. containers, and in 
boxes of 30 individual-dose packets. Dosage: 
2 teaspoonfuls, or contents of 1 packet, in 2 
quarts of warm water. 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 
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Available only to physicians for their distribution— 


Complete Cholesterol Depressant 
Menus and Recipe Book 


Now available for use in your practice from 
The Wesson People . . . easy-to-use manual of 
40 pages, including all necessary diet instruc- 
tions . . . menus, recipes, shopping and cook- 
ing guidance . . . all worked out for you... 
so arranged and printed that you have only to 
check the desired daily calorie level before 
giving the book to your patient. 


You will find this book invaluable for treating 
patients with elevated serum cholesterol. 


Complete menus for 10 days enable you to 
prescribe diets which are appetizing, nutri- 
tiously adequate and which can exert choles- 
terol depressant activity. Special attention has 
been given to constructing the menu patterns 
so that they adhere as closely as permissible 
to the patient’s normal eating habits. 


NRC Standards fulfilled. Each menu has been 
calculated to provide the proper daily allow- 
ance of proteins, vitamins and other nutrients 
as recommended by the Food and Nutrition 
Board of the National Research Council. 


Weight control is achieved as each day’s menu 
is given at 3 calorie levels—1200, 1800 and 
2600 calories. You prescribe the level most 
desirable and modify as desired. 


Variety and appetite appeal for patient are 
built into the menu plan to an extent not pre- 
viously accomplished. Alternate choices for 
main dishes minimize monotony, encourage the 
patient to follow closely the menu plan you 
specify. 


Complete recipes—65 in all—are included to 
assure that the specified menus provide pre- 
scribed levels of calories, the pre-determined 
ratio of poly-unsaturated to saturated fat, plus 
essential nutrients. 


A new, authoritative patient-aid . . . for professional distribution only 


Poly-unsaturated Wesson is unsurpassed by any readily 


Dietary fat is controlled so that approximately 
36% of the total calories are derived from fat 
and at least 40% of these fat calories are from 
poly-unsaturated components (linoleates) as 
found in pure vegetable oil. The replacement 
of saturated dietary fat by this percentage of 
poly-unsaturated fat has been found in clinical 
studies most effective in the reduction of serum 
cholesterol and in its maintenance at desirable 
levels. More liberal menus are provided for 
maintenance after the patient’s progress in- 
dicates that desired therapeutic results have 
been accomplished. 


Family meal preparation is simplified. The 
menus are planned around favorite foods hav- 
ing wide appetite appeal for all members of the 
household. Patients can entertain in comfort— 
enjoy cakes, cookies, snacks, prepared with 
recipes which meet medical requirements. 


A high degree of satiety is achieved even at 
the lower calorie levels, because Wesson pro- 
vides an unexcelled source of concentrated, 
slow-burning food energy. 


Adaptable for use with diabetics. Carbohy- 
drates have been calculated to fall within the 
acceptable range for patients to whom a diet 
planned for diabetes is important. Calories, 
which must be supplied from fat when the 
carbohydrate intake is limited, are provided 
by desirable poly-unsaturated vegetable oil. 


WESSON’S IMPORTANT CONSTITUENTS 
Wesson is 100% cottonseed oil—winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) ........... 50-55% 
Oleic acid glycerides (mono-unsaturated) ............ 16-20% 
Palmitic, stearic and myristic glycerides (saturated) .... 25-30% 
Phytosterol (Predominantly beta sitosterol) ..........0.3-0.5% 


Never hydrogenated—completely salt free 


available brand, where a vegetable (salad) oil is medically recommended 


for a cholesterol depressant regimen. 
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The Wesson People, 210 Baronne St., New 

‘ol Depressant Diet Cook Book” for use with patients. 


How to help your patient stick to a 
high protein diet 


‘The secret ingredient in a successful diet is acceptance. 
And a diet that offers as many and such appetizing foods 
as this is sure to win the approval and continued interest 
of your patient! A fluffy omelette filled with frankfurters 
cut into thin slices is a delicious source of protein, as are 
ground meat and flaked fish. Cottage cheese makes a 
flavorful side dish or satisfying filling for dark bread Brees _— con 
sandwiches. Hot weather suppers call for mixed green patient's diet 

salad topped with meat and cheese slices . . . followed ose 9h ph gee 


Calories 104/8 oz. glass 


by a bowl piled high with chilled fruit of the season. ersnponrtr herpes rat 


Diet patients welcome varied fare like this. 


United States Brewers Association, Inc. 


For reprints of this and 11 other diet menus, write us at 536 Fifth Avenue, N.Y. 17, N.Y. 
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requir es deep relief analgemul provides the recognized 


benefits of vasodilative, analgesic and counter-irritant actions, for 
deep relief in: neuralgias, arthralgias, muscle pains and soreness 
due to fatigue, overexertion or strain. 


analgemul analgesic liquid 

Active Ingredients: camphor, menthol and methyl 

salicylate, in a special vegetable base. 

analgemul ointment (with histamine) ™. 
Active Ingredients: methyl nicotinate 1%, hista- 


mine dihydrochloride 0.1%, methyl salicylate 10%. 


liquid 
Advertised only to the medical profession 


SUPPLIED: Bottles of 2 fl. oz. and 1 pt. 


uae new! analgemul ointment 


THE OLDEST PHARMACEUTICAL MANUFACTURING HOUSE IN AMERICA * FOUNDED IN 1824 (with histamine . 
A DIVISION OF TEXTRON PHARMACEUTICALS, INC. ) SUPPLIED: OF 


Ue 
& 
ur 
eremic 
: 


Orally-administered triple antihistamines plus two effec- 
tive decongestant agents—to prevent histamine-induced 
dilatation and exudation of the nasal and paranasal 
capillaries and to help contract already engorged capil- 
laries, providing welcome relief from rhinorrhea, stuffy 
noses, sneezing and sinusitis. 


convenient 
dosage forms 


TRISTACOMP TABLETS 


Each sustained release tablet: 

Chlorpheniramine Maleate 

Pyrilamine Maleate EST an 
Phenylephrine Hydrochloride 

Phenylpropanolamine Hydrochloride 

Dosage: One tablet morning and night 


TRISTACOMP. LIQUID 

Each 5 cc teaspoonful provides one-fourth the above 

formula. 

Dosage: Advits, two teaspoonfuls three to four times 
daily. Children, one-half to two teaspoontuls, 
according to age. 
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in bacterial 
_tracheobronchitis 


promptly 


to gain precious 
therapeutic hours 


Panalba your broad-spectrum 


antibiotic of first resort 


In the presence of bacterial infection, taking a culture to determine 
bacterial identity and sensitivity is desirable—but not always practical 
in terms of the time and facilities available. 

A rational clinical alternative is to launch therapy at once with 
Panalba, the antibiotic that provides the best odds for success. 

Panalba is effective (in vitro) against 30 common pathogens, includ- 
ing the ubiquitous staph. Use of Panalba from the outset (even pend- 
ing laboratory results) can gain precious hours of effective antibiotic 


treatment. 


Supplied: Capsules, each containing Panmycin® Phosphate 
(tetracycline phosphate complex), equivalent to 250 mg. tetra- 
cycline hydrochloride, and 125 mg. Albamycin,* as novobiocin 
sodium, in bottles of 16 and 100. 

Usual Adult Dosage: 1 or 2 capsules 3 or 4 times a day. 

Side Effects: Panmycin Phosphate has a very low order of 
toxicity comparable to that of the other tetracyclines and is 
well tolerated clinically. Side reactions to therapeutic use in 
patients are infrequent and consist principally of mild nausea 
and abdominal! cramps. 

Albamycin also has a relatively low order of toxicity. In a cer- 
tain few patients, a ye: ow pigment has been found in the 
plasma. This pigment, argarently, a metabolic by-product of the 
Grug, is not necessarily associated with abnormal liver function 
tests or liver enlargement. 


Urticaria and maculopapular dermatitis, a few cases of leuko- 
penia and agranulocytosis have been reported in patients 
treated with Albamycin. Most of these side effects usually 
disappear upon discontinuance of the drug. 

Caution: Since the use of any antibiotic may result in over- 
growth of nonsusceptible organisms, constant observation of 
the patient is essential. if new infections appear during ther- 
apy, appropriate measures should be taken. 

Total and differential blood counts should be made routinely 
during prolonged of The possibility 
of liver damage should be considered if a yellow pigment, a 
metabolic by-product of Albamycin, appears in the plasma. 
Panaiba should be discontinued if allergic reactions that are 
not readily controlled by antihistaminic agents develop. 


*Trademark, Reg. U.S. Pat. Off. 
The Upjohn Company 
Kalamazoo, Michigan 


COPYRIGHT 1961, THE UPJOHN COMPANY th 
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When too many tasks 
seem to crowd 

the unyielding hours, 

a welcome 

“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 

into manageable order. 
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Stuart Circle Hospital 
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United States Brewers Foundation 
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Williams Printing Co. 
Winthrop Laboratories 


VircInia MepicaL MONTHLY 


= 


medicine 


GEVRESTIN 


Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 


one capsule every morning supplements the diet to help achieve 
proper balance: # nutritionally « metabolically « mentally 


Each dry-filled capsule contains: Ethinyl 
Estradiol, 0.01 mg. * Methyl Testosterone, 
2.5 mg. ¢ d-Amphetamine Sulfate, 2.5 mg. 
* Vitamin A (Acetate), 5,000 U.S.P. Units 
* Vitamin D, 500 U.S.P. Units * Vitamin 
Bie with AUTRINIC® Intrinsic Factor 
Concentrate, 1/15 N.F. Oral Unit ¢ Thi- 
amine Mononitrate (B:), 5 mg. * Kiboflavin 


(Ba), 5 mg. * Niacinamide, 15 mg. * Pyri- 
doxine HCl (Be), 0.5 mg. * Calcium Panto- 
thenate, 5 mg. * Choline Bitartrate, 25 mg. 
¢ Inositol, 25 mg. * Ascorbic Acid (C) as 
Calcium Ascorbate, 50 mg. ¢ |-Lysine Mono- 
hydrochloride, 25 mg. * Vitamin E (Toco- 
pheryl Acid Succinate), 10 Int. Units * 
Rutin, 12.5 mg. * Ferrous Fumarate (Ele- 


mental iron, 10 mg.), 30.4 mg. * Iodine 
(as KI), 0.1 mg. * Calcium (as CaHPOs), 
35 mg. * Phosphorus (as CaHPO,), 27 mg. 
Fluorine (as CaF 2), 0.1 mg. * Copper (as 
CuO), 1 mg. * Potassium (as K2SO.), 5 
mg. * Manganese (as MnOz), 1 mg. * Zine 
(as ZnO), 0.5 mg. * Magnesium (MgO), 1 
mg. Supply: Bottles of 100 and 1,000. 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS 
FROM YOUR LEDERLE REPRESENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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WHEN 
THE PATIENT 
WITHOUT 
ORGANIC DISEASE 
chronic constipation, 
flatulence, belchin 


CONSIDER 


_NEOCHOLAN® 


Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 


Each tablet provides: Dehydrocholic Acid Compound, 
P-M Co. 265 mg. (Dehydrocholic Acid, 250 mg.); Pp PITMAN-MOORE COMPANY 


Homatropine methylbromide 1.2 mg.; Phenobarbital i DIVISION OF THE COW CHEMICAL COMPANY 
8.0 mg. Supplied in bottles of 100 tablets. INDIANAPOLIS 6, INDIANA 
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IN FUNCTIONAL G.I. AND 
BILIARY DISTURBANCES 

... TO EACH PATIENT 
ACCORDING TO THE NEED 


DECHOLIN-BB 


Hydrocholeretic « Antispasmodic « Sedative...to reduce 
TENSION and anxiety-induced dysfunction of G.I. and bili- 
ary tracts...and also relieve both smooth-muscle spasm and 
biliary/intestinal stasis 


butabarbital sodium ......... ay 15 mg. (4 gr.) 
(Warning—may be habit forming) 

dehydrocholic acid, AMES ............. . .250 mg. (3% gr.) 


DECHOLIN 
with Belladonna 


Hydrocholeretic—Antispasmodic...to relax SPASM of 
smooth muscle of G.I. tract and sphincter of Oddi...and 
also counteract biliary/intestinal stasis 


dehydrocholic acid, AMES ............... 250 mg. (3% gr.) 
belladonna extract ...... 10 mg. (% gr.) 


DECHOLIN 


Hydrocholeretic...to combat STASIS in bowel and biliary 
tract... by activating biliary function with a greatly increased 
flow of aqueous “therapeutic” bile 


dehydrocholic acid, AMES ............... 250 mg. (3% gr.) 


stasi 


Average adult dose: 1 or, if necessary, 2 tablets three times daily. 


Side effects: DECHOLIN by itself, or as an ingredient, may cause transitory diarrhea. Belladonna in AM ES 
DEcHOLIN with Belladonna and DecHoLIN-BB may cause blurred vision and dryness of mouth. 


COMPANY, INC 
Contraindications: Biliary tract obstruction, acute hepatitis, and (for DECHOLIN with Belladonna and Elkhart » Indiana 


DECHOLIN-BB) glaucoma. Toronto + Canada 


Precautions: Periodically check patients on DEcCHOLIN with Belladonna and Decuo.in-BB for increased 
intraocular pressure. Also observe patients on DecHOLIN-BB for evidence of barbiturate habituation or 
addiction, and warn drivers against any risk of drowsiness. 


Available: DECHOLIN-BB, in bottles of 100 tablets; DECHOLIN with Belladonna and DecHo in, in bottles of 
100 and 500. 
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new... 
prolonged 
antipruritic action 
in a pleasant-tasting //. \ \ 


chewable tablet : 


chewable tablets 


METHDILAZINE, MEAD JOHNSON 


- 


Itching in children can now be controlled on b.i.d. dosage with a long-acting! 
antipruritic/antiallergic chewable tablet your pediatric patients will enjoy taking. 

They can also benefit by the effectiveness of Tacaryl Hydrochloride in controlling symptoms 
in a wide variety of allergic conditions,?* including hay fever and perennial rhinitis. 


prolonged antipruritic /antiallergic action... 


not dependent on delayed intestinal release 


dosage: One Chewable Tablet (3.6 mg.) twice daily. Adjustment of dose or interval may be desirable for some patients. 
contraindications: There are no known contraindications. 

side effects: Drowsiness has been observed in a small percentage of patients. Dizziness, nausea, headache, and dryness of mucous 
membranes have been reported infrequently. 


cautions: If drowsiness occurs after administration of Tacaryl Chewable Tablets or Tacaryl Hydrochloride, the patient should 
not drive a motor vehicle or operate dangerous machinery. Since Tacaryl Chewable ‘Tablets or Tacaryl Hydrochloride 

may display potentiating properties, it should be used with caution for patients receiving alcohol, analgesics or sedatives 
(particularly barbiturates). Because of reports that phenothiazine derivatives occasionally cause side reactions such as 

agranulocytosis, jaundice and orthostatic hypotension, the physician should be alert to their possible occurrence ...though no 
such reactions have been observed with Tacaryl Chewable Tablets or Tacaryl Hydrochloride. 


supplied: Pink tablets, 3.6 mg., bottles of 100. 


references: (1) Lish, P. M.; Albert, J. R.; Peters, E. L., and Allen, L. E.: Arch. internat. pharmacodyn. 129:77-107 (Dec.) 1960. 
(2)Howell, C. M., Jr.: North Carolina M. J. 2/:194-195 (May) 1960. (3) Clinical Research Division, Mead Johnson & Company. 

(4) Wahner, H. W., and Peters, G. A.: Proc. Staff Meet. Mayo Clin. 35:161-169 (March 30) 1960. (5) Crepea, S. B.: J. Allergy 3/:283-285 
(May-June) 19€0. (6) Crawford, L. V., and Grogan, F. T.: J. Tennessee M. A. 53:307-310 (July) 1960. (7) Spoto, A. P., Jr., and 

Sieker, H. O.: Ann. Allergy 18:761-764 (July) 1960. (8) Arbesman, C. E., and Ehrenreich, R.: New York J. Med. 61:219-229 (Jan. 15) 1961. 
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